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Step 1: Assess the strengths and organizational capacity of the service 

system to address the specific populations  

Overview of the Louisiana Behavioral Health System 
The Office of Behavioral Health (OBH) within the Louisiana Department of Health (LDH) manages and 
delivers the services and supports necessary to improve the quality of life for citizens with mental illness 
ŀƴŘ ǎǳōǎǘŀƴŎŜ ǳǎŜ ŘƛǎƻǊŘŜǊǎΦ ¢ƘŜ ŀƎŜƴŎȅ ŀŎǘǎ ŀǎ ŀ ƳƻƴƛǘƻǊ ŀƴŘ ǎǳōƧŜŎǘ ƳŀǘǘŜǊ Ŏƻƴǎǳƭǘŀƴǘ ŦƻǊ aŜŘƛŎŀƛŘΩǎ 
Coordinated System of Care contract and the Healthy Louisiana plans, which manage specialized 
behavioral health services. OBH also delivers direct care through grants, state-owned hospitals, and 
monitoring of behavioral health community-based treatment programs through the human services 
districts and authorities, also known as local governing entities (LGEs).  Services are provided for Medicaid 
and non-Medicaid eligible populations. 
 
The mission of OBH is to lead the effort to build and provide a comprehensive, integrated, person-
centered system of prevention and treatment services that promote recovery and resilience for all citizens 
of Louisiana. OBH assures public behavioral health services are accessible, have a positive impact, are 
culturally and clinically competent, and are delivered in partnership with all stakeholders. The goals of the 
Office of Behavioral Health are: 
 
1. To serve children and adults with extensive behavioral health needs including mental health and/or 

addictive disorders by providing oversight and guidance of behavioral health services in the Medicaid 
Healthy Louisiana plans. 

2. To assure that all Louisiana citizens with serious behavioral health challenges have access to needed 
ŦƻǊŜƴǎƛŎΣ ǊŜǎƛŘŜƴǘƛŀƭΣ ŀƴŘ ƻǘƘŜǊ άǎŀŦŜǘȅ ƴŜǘέ ǎŜǊǾƛŎŜǎ ŀƴŘ ǇǊƻƳƻǘŜ ǳǎŜ ƻŦ ŎƻƴǘŜƳǇƻǊŀǊȅΣ ŜǾƛŘŜƴŎŜ-
informed treatment, support, and prevention services. 

3. To support the refinement and enhancement of a comprehensive system and associated service array 
for children, youth and families that appropriately addresses their behavioral health needs that is 
based on contemporary, best practice principles of care. 

 
In State Fiscal Year (SFY) 2018, OBH was comprised of four distinct programs: Administration and Support, 
Behavioral Health Community, Hospital Based Treatment, and Auxiliary. The SFY18 year-end budgets and 
notable budget items are shown, below: 
 

Agency Programs 
SFY18 Year-end 

Budget 

Administration and Support $6,948,762  

Behavioral Health Community $72,223,510  

Hospital Based Treatment $159,832,066  

Auxiliary $20,000  

Total $239,024,338  
         *Funding sources include State General funds, Interagency Transfers, Fees & Self-  

                            Generated revenue, Statutory Dedications and Federal funds 
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Notable Areas within SFY18 Budget1 
SFY18 Year-end 

Budget 

Social and Client Services Contracts $18,863,984  

Allocations to the LGEs $39,106,618  

Hospital Patient-related Budget $121,909,227  

1Some budget items within these areas are double-counted 

 

OBH is committed to the efficient and effective use of the state's scarce behavioral health resources to 

adequately provide for the peace, health, safety, and general welfare of the public, by ensuring: 

ω Accountability of efficient and effective services through quality and performance measures, 

statewide standards for monitoring quality of service and performance, and reporting of quality 

of service and performance information.  

ω Creation and implementation of minimum service delivery standards. 

ω Coordination of integration of behavioral health and primary healthcare and continued 

collaboration with agency contract providers, advocacy groups, Local Governing Entities, regional 

support networks, and public and private agencies in order to reduce duplication in service 

delivery and promote complementary services among all entities that provide behavioral health 

services to adults and children throughout the state. 

ω Performance monitoring and evaluation regarding the effectiveness of services being provided 

and achievement of outcome measures. 

h.IΩǎ ǇǊƛƻǊƛǘƛŜǎ ǊŜŦƭŜŎǘ ǘƘŜ ŀƎŜƴŎȅΩǎ Ƴƛǎǎƛƻƴ ŀƴŘ Ǿƛǎƛƻƴ ŀƴŘ ŎŀǊǊȅ ǘƘŜ ƘƛƎƘŜǎǘ ǇƻǘŜƴǘƛŀƭ ƛƳǇŀŎǘΦ ¢ƘŜǎŜ 

priorities are: 

Access to Behavioral Health Services 

OBH will lead efforts to increase access to behavioral health services by promoting early identification of 

behavioral health concerns, especially through leveraging integration to help physicians and behavioral 

health specialists collaborate to identify and treat behavioral health concerns (inclusive of trauma 

exposure) at the earliest opportunity. Strategies may include supporting primary care physicians through 

behavioral health consultation, as well as increasing access to high-quality evidence-based behavioral 

therapies for young children. 

Additional strategies employed to address the increased volume on the behavioral health system with 

Medicaid Expansion will be the integration of Peer Support throughout the system of care. The use of 

trained, credentialed peers is a critical component to a recovery-oriented system of care and results in 

improvements in client engagement, treatment outcomes, and recovery. As an enhancement to 

traditional treatment services, peer support services allow for more effective and targeted interventions 

resulting in improved care and an increased capacity of the system to serve a broader array of individuals. 

To increase access to effective behavioral health supports and services, OBH will work with Medicaid, 

public and private universities and medical schools, providers, and Healthy Louisiana managed care 

partners to implement strategies to retain and increase the behavioral health workforce.  Workforce 

development efforts will include training and support for providers of evidence-based therapies 

addressing issues emerging in early childhood, trauma exposure, and other psychiatric and addictive 
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service needs. OBH will lead efforts to provide training and support for providers of peer recovery 

supports, including mentoring and coaching opportunities.   

Outcomes-Based Behavioral Healthcare 

OBH will lead efforts to increase the use of outcomes measurement in the provision and decision-making 

around behavioral health services. Quality assessment and monitoring is necessary to ensure that these 

services are providing a good value to the state in terms of improving key outcomes and quality of life for 

Louisianans.  

OBH will support Psychiatric Residential Treatment Facility (PRTF) providers to move toward measuring 

and improving the value of their services, by using data-driven decision making in their daily operations, 

and embracing best practice models inclusive of trauma-informed care to produce long term, sustainable 

outcomes for youth and families. 

Substance Use Disorder System Enhancements  

h.I ǊŜŎƻƎƴƛȊŜǎ ǘƘŜ ƛƳǇŀŎǘ ƻŦ {ǳōǎǘŀƴŎŜ ¦ǎŜ 5ƛǎƻǊŘŜǊǎ ό{¦5ǎύ ƻƴ [ƻǳƛǎƛŀƴŀΩǎ ƛƴŘƛǾƛŘǳŀƭǎΣ ŦŀƳƛƭƛŜǎΣ ŀƴŘ 

communities, and strives to enhance policies, regulations and protocols to reduce the prevalence of SUDs. 

OBH will focus on several priority areas to achieve this goal. These include enhancement of Medication 

Assisted Treatment (MAT) services, treatment capacity for pregnant women, reduction of prescription 

drug/opioid overdose-related deaths, increased use of early Screening, Brief Interventions and Referral to 

Treatment (SBIRT) including pregnant women, and development of residential treatment programs for 

pregnant women and children at risk of Neonatal Abstinence Syndrome (NAS). 

Inpatient Psychiatric Hospital Needs 

An ongoing priority of OBH will be to increase communication with the courts, the Department of 

Corrections (DOC), and the Office of Juvenile Justice (OJJ) regarding available behavioral health services. 

OBH will promote certification in Juvenile Competency Restoration to increase the number of providers 

across the state and continue oversight of the provision of competency restoration services.  

OBH will increase collaboration with the DOC to reduce recidivism and to monitor compliance of 

settlement agreement requirements. This includes determining if patients were evaluated in a timely 

manner, received twice weekly competency restoration sessions while in jail, and were placed within the 

established guidelines. Through collaboration with the staff at Eastern Louisiana Mental Health System 

(ELMHS), compliance with the settlement agreement rules will be maintained. 

OBH is committed to providing access to treatment in the least restrictive and least costly setting possible 

for all clients, and optimizing clients to flow throughout the system, as each moves toward recovery in 

their own homes and communities, whenever possible. ELMHS and Central Louisiana State Hospital 

(CLSH) currently maintain 100% utilization of existing bed space; OBH will pursue strategic and financially 

feasible measures to provide necessary inpatient, jail-based, and community resources in order to 

accommodate the increasing forensic population. These measures may include partnerships with 

Cooperative Endeavor Agreement (CEA) hospitals to provide services to civil clients, and increasing 

resources in order to accommodate jail-based competency restoration in lieu of hospital restoration in 

the regional areas and parishes that have the highest number of referrals.  
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Pursuing a culture of wellness for Louisiana citizens 

Integrated physical and behavioral healthcare is one strategy in moving toward comprehensive wellness. 

OBH identifies with the SAMHSA eight dimensions of wellness, described as emotional, environmental, 

financial, intellectual, occupational, physical, social, and spiritual. OBH will lead efforts to address these 

elements in designing and implementing wellness activities. 

Criteria for Mental Health and Substance Use Prevention and Treatment 
For additional information on the populations and criteria specific to the CMHS and SAPT Block Grants, 

please refer to the following Environmental Factors and Plan sections:  

ω Primary Prevention, 

ω Community Mental Health Services, and 

ω Substance Use Disorder Treatment. 

Local Governing Entities  
The Local Governing Entities (LGEs), classified as a human services district or authority, have a contractual 

agreement with the Louisiana Department of Health (LDH). Considered as the local umbrella agencies, the 

LGEs administer the state-funded behavioral health and developmental disability services in an integrated 

system within their localities. Because the LGE model increases local control and authority, there is more 

opportunity for greater accountability and responsiveness to the local communities. Each LGE is 

administered by an executive director who reports to a local governing board of directors of community 

and consumer volunteers. In 2017, ACT 73 of the Louisiana Legislature modernized the statutes governing 

the human service districts and authorities to revise board membership to include professionals and 

consumers in the fields of mental health, substance-related and addictive disorders, and developmental 

disabilities. Membership shall also represent professionals in finance, accounting, or auditing; judiciary 

and law enforcement, school-based healthcare or ǘƘŜ ŎƻǊƻƴŜǊΩǎ ƻŦŦƛŎŜΣ ŘŜǇŜƴŘƛƴƎ ƻƴ ǘƘŜ ǊŜƎƛƻƴΩǎ ƴŜŜŘǎ. 

All LGEs remain part of the LDH departmental organizational structure, but not in a direct reporting line 

with OBH.   

OBHΩǎ ǊŜǎǇonsibilities include surveillance and monitoring of the statewide behavioral health system and 

the provision of technical assistance and resources that enable the LGEs to carry out service delivery 

within their catchment area. OBH is also responsible for providing assistance in setting policy, establishing 

minimum standards for the operation of the service system, establishing reasonable expectations for 

service utilization and outcomes, and developing statewide mechanisms for measuring these outcomes. 

OBH ensures that the LGE service system is well coordinated with those services that continue to be 

operated by the State (primarily the state-operated psychiatric hospitals). In addition, OBH continues to 

provide guidance to the LGEs to ensure federal Block Grant requirements are met. LGEs must maintain 

Regional Advisory Councils (RACs), officially linked to the State Behavioral Health Advisory Council, in 

order to qualify to receive Block Grant funding. To assist the reader in understanding the state behavioral 

health care system, a map is provided, which includes each LGEΩs service area and its contact information. 
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The following table lists the LGE clinics with capacity to provide mental health services, substance use 

disorders services, or both (MH = Mental Health; SUD = Substance Use Disorders; BH=Behavioral Health). 

LGE Clinic Type Address City 

MHSD 

Algiers Behavioral Health Center BH 3100 General DE Gaulle Drive New Orleans 

Central City Behavioral Health Center BH 2221 Phillip Street New Orleans 

Chartres-Pontchartrain Behavioral Health Center BH 719 Elysian Fields Avenue New Orleans 

New Orleans East Behavioral Health Center BH 5640 Read Boulevard, 2nd Floor New Orleans 

St. Bernard Behavioral Health Center BH 6624 St. Claude Avenue Arabi 

CAHSD 

Center for Adult Behavioral Health  BH 4615 Government Street, Bldg. 2 Baton Rouge 

/ƘƛƭŘǊŜƴΩǎ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜǎ  BH 4615 Government Street, Bldg. 1 Baton Rouge 

Donaldsonville Mental Health Center MH 901 Catalpa Street Donaldsonville 

East Feliciana Addiction Recovery Services BH 12080 Marston Street Clinton 

Gonzales Mental Health Center MH 1112 S.E. Ascension Complex Blvd. Gonzales 

Iberville Parish Satellite Clinic MH 24705 Plaza Drive Plaquemine 

Margaret Dumas Mental Health Center MH 3843 Harding Boulevard Baton Rouge 

Pointe Coupee Parish Satellite Clinic MH 282-A Hospital Road New Roads 

West Baton Rouge Parish Satellite Clinic MH 685 Louisiana Avenue Port Allen 

West Feliciana Satellite Clinic MH 5154 Burnett Road St. Francisville 

SCLHSA 

Lafourche Behavioral Health Center BH 157 Twin Oaks Drive Raceland 

River Parishes Treatment Center BH 1809 West Airline Highway LaPlace 

River Parishes Assessment/Child & Adolescent Treatment Center BH 421 Airline Highway, Suite L LaPlace 

St. Mary Behavioral Health Center BH 500 Roderick Street, Suite B Morgan City 

Terrebonne Behavioral Health Center BH 5599 Highway 311 Houma 

AAHSD 

Crowley Behavioral Health Clinic BH 1822 West 2nd Street Crowley 

Dr. Joseph Henry Tyler, Jr. Behavioral Health Clinic BH 302 Dulles Drive Lafayette 

New Iberia Behavioral Health Clinic BH 611 West Admiral Doyle Drive  New Iberia 

Opelousas Behavioral Health Clinic BH 220 South Market Street Opelousas 

Ville Platte Behavioral Health Clinic BH 312 Court Street Ville Platte 

IMCAL 

Allen Parish Behavioral Health Clinic BH 402 Industrial Drive Oberlin 

Beauregard Behavioral Health Clinic BH 106 Port Street DeRidder 

Jefferson Davis Behavioral Health Clinic BH 1211 N. Cutting Avenue Jennings 

Lake Charles Behavioral Health Clinic BH 4105 Kirkman Street Lake Charles 

Sulphur Behavioral Health Clinic BH 2651 E. Napoleon Street Sulphur 

CLHSD 

Caring Choices Marksville BH  694 Government Street Marksville 

Caring Choices Pineville BH 242 Shamrock Street Pineville 

Caring Choices Jonesville BH 308 Nasif Street Jonesville 

Caring Choices Leesville  BH 105 Belview Road Leesville 

NLHSD 

Minden Behavioral Health Clinic  BH 502 Nella Street Minden Minden 

Natchitoches Behavioral Health Clinic BH 210 Medical Drive  Natchitoches 

Shreveport Behavioral Health Clinic  BH 1310 North Hearne Avenue  Shreveport 

NEDHSA 

Bastrop Behavioral Health Clinic BH 451 East Madison Ave Bastrop 

Columbia Behavioral Health Clinic BH 5159 Highway 4 East  Columbia 

Monroe Behavioral Health Clinic BH 4800 South Grand Street Monroe 

Ruston Behavioral Health Clinic  BH 602 East Georgia Avenue Ruston 

Tallulah Mental Health Center MH 1012 Johnson Street Tallulah 

Winnsboro Behavioral Health Clinic BH 1301 B Landis Street Winnsboro 
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LGE Clinic Type Address City 

FPHSA 

Bogalusa Behavioral Health Center BH 2106 Avenue F Bogalusa 

Florida Parishes Human Services Authority Denham Springs BH 1920 Florida Avenue SW Denham Springs 

Mandeville Behavioral Health Clinic BH 900 Wilkinson Street Mandeville 

Rosenblum Behavioral Health Clinic BH 835 Pride Drive, Ste. B Hammond 

Slidell Behavioral Health Clinic BH 2331 Carey Street Slidell 

JPHSA 
JeffCare East Jefferson Health Center BH/PC 3616 South I-10 Service Road West, Suite 100 Metairie 

JeffCare West Jefferson Health Center BH/PC 5001 West Bank Expressway, Suite 100 Marrero 

  



FY 2020-21 Combined Behavioral Health Block Grant Plan | September 1, 2019   11 

 
 

Managed Care for the Medicaid population 
LDH transitioned delivery of Medicaid services from a fee-for-service model to a managed care model in 

March 2012, via contracts with five managed care organizations (MCOs) to provide physical health and 

basic behavioral health services. The Louisiana Behavioral Health Partnership (LBHP), also implemented 

in March 2012, was a system of care designed to transform the delivery of and payment for specialized 

behavioral health services for Medicaid and non-Medicaid adults and children who required specialized 

behavioral health services, including those children who are at risk for out of home placement. LDH 

contracted with a Statewide Management Organization (SMO) to operate the LBHP with the primary goal 

of improving coordination of services, quality of care, and outcomes. The LBHP served the needs of 

individuals who comprised one of the following target populations:  

1. Children with extensive behavioral health needs either in or at-risk of out-of-home placement  

2. Medicaid-eligible children with medically necessary behavioral health needs who need 

coordinated care  

3. Adults with severe mental illness and/or addictive disorders who are Medicaid eligible 

4. Non-Medicaid children and adults who have severe mental illness and/or addictive disorders  

Through better coordination of services, the LBHP enhanced the consumer experience, increased access 

to a more complete and effective array of behavioral health services and supports, improved quality of 

care and outcomes, and reduced repeat emergency room visits, hospitalizations, out-of-home 

placements, and other institutionalizations. The LBHP expanded access to providers (increase from 800 to 

more than 1,800 providers) and there was an 87 percent increase in available inpatient beds. Of the more 

than 1,800 providers, 65 were state-supported clinics operated by the LGEs. Included in those 65 clinics 

were 13 mental health clinics, 11 addictive disorders clinics, and 39 integrated behavioral health clinics 

providing both mental health and substance use services, and two included integrated behavioral health 

and primary care clinics. Residential treatment facilities were developed for adolescents to provide 

intensive evidence-based treatment. 

The Office of Behavioral Health and Medicaid worked collaboratively to integrate specialized behavioral 

health services, previously provided separately by the LBHP, into the benefits coordinated by the Medicaid 

managed care plans on December 1, 2015. Children with extensive behavioral health needs either in or at 

risk of out-of-home placement and enrolled in the Coordinated System of Care (CSoC) program remain 

managed by a separate managed care entity. Integration of behavioral health care services into the 

Medicaid managed care program was designed to improve care coordination for enrollees, provide more 

opportunities for seamless and real-time case management of health services, and better transitioning 

and use of all resources provided by the system. Calendar year 2016 established baseline quality indicators 

of behavioral health services based on Healthcare Effectiveness Data and Information Set (HEDIS) 

specifications. 

Medicaid coverage was expanded under the Affordable Care Act on July 1, 2016, and was made available 

to more than 450,000 Louisianans ages 19 to 64. As of June 2019, more than 85,400 adults in the Medicaid 

expansion group received specialized outpatient mental health services and more than 21,100 received 

inpatient mental health services at a psychiatric facility. Additionally, more than 16,600 adults received 

specialized substance use outpatient services and more than 18,100 adults received specialized substance 

use residential services. Furthermore, LDH and DOC developed an automated enrollment process that 
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allows the agencies to share information about offenders who are set for release within the next nine 

months, and get them enrolled in Medicaid and linked to a health plan pre-release. This enrollment 

process ensures that the health plan insurance card is mailed to DOC in time for release so that the former 

offender knows who to contact for access to care after release.  

In 2018, to maintain access to care for beneficiaries in need of Opioid Use Disorder and Substance Use 

Disorder (OUD/SUD) services in residential facilities, Louisiana applied for and received approval of an 

1115 Demonstration Waiver, effective February 1, 2018 through December 31, 2022. The waiver is 

necessary to provide services to beneficiaries residing in Institutions for Mental Disease (IMDs) for stays 

with durations longer than 15 days. An IMD is a hospital, nursing facility, or other institution of more than 

16 beds that is primarily engaged in providing diagnosis, treatment or care of persons with mental 

diseases. CMS allowed the traditionally excluded use of IMDs but placed a day limit of 15 days on its usage. 

¢Ƙƛǎ ǿŀƛǾŜǊ άǿŀƛǾŜŘέ ǘƘŜ ŎŀǇ ƻŦ мр Řŀȅǎ for Louisiana. As a result of waiver approval, Louisiana is able to 

receive federal financial participation (FFP), i.e. the Medicaid match, for the continuum of services to treat 

addictions to opioids and other substances. 

In the spring of 2019, Louisiana ƛƴƛǘƛŀǘŜŘ ǘƘŜ ǘƘƛǊŘ ǇǊƻŎǳǊŜƳŜƴǘ ŎȅŎƭŜ ŦƻǊ ǘƘŜ ǎǘŀǘŜΩǎ aŜŘƛŎŀƛŘ ƳŀƴŀƎŜŘ 

ŎŀǊŜ ǇǊƻƎǊŀƳΦ DǳƛŘŜŘ ōȅ ǘƘŜ ά¢ǊƛǇƭŜ !ƛƳέΣ [5IΩǎ ƻōƧŜŎǘƛǾŜ ƛǎ ǘƻ ǇŀǊǘƴŜǊ ǿƛǘƘ ŜƴǊƻƭƭŜŜǎΣ ǇǊƻǾƛŘŜǊǎΣ ŀƴŘ 

high-performing health plans to build a Medicaid managed care delivery system that improves the health 

of populations (better health), enhances the experience of care for individuals (better care), and 

effectively manages Medicaid per capita care costs (lower costs). With the new Request for Proposals 

released and anticipated new contract awards to begin in January 2020, the MCO will have increased case 

management functionalities and improved engagement in care that will assist people in special health 

care needs populations. 

OBH retains the responsibility of establishing guidelines associated with qualifications and requirements 

for providers rendering specialized behavioral health services, in collaboration with the Louisiana 

Department of Health, Health Standards Section (healthcare licensing agency) and Medicaid. OBH also 

monitors the managed care entities to assess compliance of these qualifications and requirements on an 

ongoing basis, which includes sampling provider records through desk review and onsite audit. Medicaid 

providers are currently required to credential and re-credential through the managed care entity; 

however, Medicaid is moving towards the use of a Credentialing Verification Organization (CVO) for 

enrollment and credentialing. Medicaid providers will credential through the CVO prior to engaging with 

the managed care entities for the purposes of contracting and will be re-credentialed periodically as 

established by accreditation standards and contract requirements. The managed care entity provides 

initial and ongoing training to its providers about their infrastructure and operational requirements to 

assure readiness and success working within a managed care system. 

Addressing the Needs of Diverse Populations and Minority Populations 
LDH continues its commitment to support all Louisianans in achieving their best, fullest health outcomes. 

OBH is continuously striving to further develop and enhance the behavioral health services system to 

implement programs and protocol that are informed by the local communities to promote services that 

are reflective of the needs of the diverse population of Louisiana. OBH recognizes and respects differences 

among individuals served in terms of their cultures, values, expectations, and experiences. OBH also 

recognizes the importance to develop and support service systems that address the needs of diverse 
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racial, ethnic, and sexual gender minorities, as well as the American Indian/Alaskan Native population in 

the state. These groups encounter barriers to broad-based social, political, and institutional integration. 

As such, program efforts are made to ensure that these groups are considered, identified, and 

appropriately treated in the process of providing services. Louisiana also reaches diverse and minority 

populations through its primary prevention programs and services, which are implemented universally. 

Demographic data (to include race, age, and ethnicity) is collected on all individuals served. 

The state continues to collaborate with the Louisiana Behavioral Health Advisory Council, statewide 

providers, other state and community partner agencies and stakeholders in assessing the needs of these 

populations and in the ongoing development, enhancement and implementation of the behavioral health 

service system to ensure the cultural and linguistic needs of individuals served are effectively addressed. 

In addition, the Office of Behavioral Health contracts with the ten LGEs across the state to administer 

behavioral health services. This model increases local control and authority, in which there is greater 

accountability and responsiveness to the needs of these populations. These entities also provide annual 

staff training to ensure competent knowledge, skills and attitudes (KSA) are demonstrated and 

implemented effectively to serve diverse and minority populations. OBH also utilizes SAMHSA TIP 59: 

Improving Cultural Competence as a guide in addressing needs of specific populations. TIP 59 is shared 

with providers as a learning tool/resource.   

In 2018, OBH hosted a statewide behavioral health symposium, where topics related to cultural 

competency and diversity were addressed, to include session topics regarding working effectively with 

the LGBTQ population, American Indian perspective in behavioral health, ageism and the dangers of 

stereotyping older adults, as well as other vulnerable populations, such as individuals living with HIV/AIDS 

or other STDs, veterans, and the homeless. In 2019, OBH conducted a Statewide Listening Tour with 

sessions in each region of the state. The Listening Tour provided an opportunity for the partners 

mentioned above, as well as persons who receive services in the local areas, to provide valuable feedback 

regarding how the behavioral health services system in Louisiana may be further developed to meet the 

specific needs of the populations in their communities.  Through ongoing behavioral health system 

development, training, community partnerships, and listening tours with all stakeholders, the 

commitment of OBH is to build a system of care and resources where all Louisianans who struggle with 

serious mental illness and/or substance use disorders will thrive.   

In addition, the Louisiana Department of Health incorporated language within the Behavioral Health 

Licensing Standards to ensure that all providers adhere to cultural competence. According to section 5651: 

¢ǊŜŀǘƳŜƴǘ tǊƻǘƻŎƻƭǎΣ άǇǊƻǾƛŘŜǊǎ shall deliver all services according to a written plan that is age and 

culturally appropriate for the population ǎŜǊǾŜŘΦέ  

 

Assessment of Strengths and Needs 
In 2019, OBH facilitated several opportunities to engage community, providers, and other stakeholders 

on what works and does not work in the behavioral health system. This includes the Conversation on 

Behavioral Health Listening Tour, Advisory Council quarterly meetings, ongoing dialogues with mental 

health and SUD treatment providers, and monthly meetings with the LGEs. OBH has compiled these items 

as strengths and needs during the planning process.  
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Strengths 
Grants: 

¶ Louisiana Partnerships for Success II (LaPFS II) - focus exclusively on addressing underage 

drinking behaviors, consequences, and risk factors among 9-20 year olds. 

¶ Comprehensive Opioid Abuse Site-based Program (COAP)- support the development of a 

coordinated plan between OBH and the Louisiana Commission on Law Enforcement (LCLE) to 

assist localities in engaging and retaining justice-involved individuals with opioid use disorders 

in treatment and recovery services, increasing the use of diversion and/or alternatives to 

incarceration, and/or reducing the incidence of overdose death. 

¶ Promoting Integration of Primary Behavioral Healthcare (PIPBHC)- to promote the integration 

of primary and behavioral health care services to improve the overall wellness and physical 

health status of adults with mental illness who have co-occurring physical health conditions 

or chronic diseases and individuals with a substance use disorder. 

¶ State Targeted Response to Opioid Crisis Grant (STR)- 10,364 total Narcan kits were 

distributed through this grant.  

Cross Sector Collaborative Opportunities: 

¶ Heroin and Opioid Prevention and Education (HOPE) Council- 13 agency heads, with LDH as 

the Chair, addresses prevention and education of heroin and opioids. 

¶ DWI Taskforce was reinstituted as a subcommittee under the Drug Policy Board. 

New Initiatives: 

¶ Shatterproof- In February, 2019, Louisiana announced it is one of 5 pilot states engaging in 

the development of a substance use disorder treatment quality measurement system. This 

pilot program will be completed in the summer of 2020. 

¶ Single Preferred Drug List (PDL)- Opioid antagonist and partial agonist are now available 

without prior authorization to all Medicaid recipients and providers. 

¶ Louisiana Opioid Data & Surveillance System (LODSS) - collects information from LDH and 

external organizations to analyze health data related to opioid use disorder. LODSS 

disseminates results through facts sheets, publications, training and educational materials, 

and the online data and surveillance system. 

¶ Project AWARE- In partnership with the Louisiana Department of Education, a comprehensive 

Louisiana School Mental Health Support Program will be established to increase awareness 

of mental health issues among school-aged youth, to provide specialized training to school 

personnel on how to detect and respond to mental health issues, and to connect students 

struggling with behavioral or mental health issues and their families to the appropriate 

services. 

¶ Increased access to MATς all residential providers enrolled in the Medicaid managed care 

program are required to provide MAT onsite or facilitate access to MAT offsite which includes 

ŎƻƻǊŘƛƴŀǘƛƴƎ ǿƛǘƘ ǘƘŜ ƳŜƳōŜǊΩǎ ƘŜŀƭǘƘ Ǉƭŀƴ ŦƻǊ ǊŜŦŜǊǊƛƴƎ ǘƻ ŀǾŀƛƭŀōƭŜ a!¢ ǇǊƻǾƛŘŜǊ and  

arranging Medicaid non-emergency medical transportation if other transportation is not 

available for the patient. 

¶ Methadone coverageς LDH received appropriated funding for SFY20 to allow Medicaid 

coverage of Methadone treatment for Medicaid eligible age 18 and older diagnosed with an 

opioid addiction. 
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Ongoing: 

¶ Louisiana has a statewide prevention system, as well as an institutionalized state 

epidemiology workgroup (SEW). Originally linked to specific grant funds, the SEW is currently 

a permanent sub-committee of the Governor's Drug Policy Board, regardless of funding. 

Many states are not so fortunate and do not have continuity of activities or membership.  

¶ Louisiana has statewide coverage and free access to services for gambling and tobacco 

cessation.  

¶ The CORE Alcohol and Drug survey has lasted through 7 administrations and the Caring 

Communities Youth Survey (CCYS) has been ongoing since 1994. Both surveys provide needs 

assessment data on a continuous basis without any cost to those who 

participate.  Both surveys provide data allowing planning at the state, community and school-

level.   

¶ ¢ƘŜ /ΩŜǎǘ .ƻƴ ǇǊƻƎǊŀƳ ƛǎ ŀ ǇŜŜǊ ǘƻ ǇŜŜǊ ǇǊƻŎŜǎǎ ƻŦ ǎǳǊǾŜȅƛƴƎ ǊŜŎƛǇƛŜƴǘǎ ƻŦ ǎǘŀǘŜ Ǌǳƴ ōŜƘŀǾƛƻǊŀƭ 

health services regarding satisfaction with services provided. Utilizing a consumer satisfaction 

team model for consumer-to-ŎƻƴǎǳƳŜǊ ƳƻƴƛǘƻǊƛƴƎ ŀƴŘ ŜǾŀƭǳŀǘƛƻƴΣ ǘƘŜ /ΩŜǎǘ .ƻƴ ǇǊƻŎŜǎǎ 

relies on consumers as the core of this initiative. By having direct involvement in monitoring 

and evaluating the services they receive, consumers and family members will have a greater 

voice and a more meaningful role in influencing the design and quality of public behavioral 

health services. 

¶ Peer support services allow for more effective and targeted interventions resulting in 

improved care and an increased capacity of the system to serve a broader array of individuals.  

¶ Open access- When the state moved to Managed Care and with Medicaid expansion, the 

provider network expanded and gave clients more options and therefore, less waiting for 

services. 

¶ Louisiana has an Inpatient residential BH treatment facility, while not all states do. 

Other: 

¶ All LGEs are now compliant in submitting data. 

Needs 

¶ Accessible housing for individuals with behavioral health diagnoses  

¶ More peer services- crisis services, case management, supported employment  

¶ Integrated services for patients with intellectual disabilities and mental health issues, 

particularly at residential level of care (inpatient settings, PRTFs, and therapeutic group home 

settings) are a need.  

¶ Education on how to navigate the behavioral health system and access services  

¶ Data system updates, training, and utilization  

¶ Increased professional and work development trainings  

¶ Increased integrated primary care and behavioral health care. 
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Step 2. Identify the unmet service needs and critical gaps within the 

current system  

The Office of Behavioral Health (OBH) compiled a variety of national measures, prevalence data, and 

survey indicators as part of a review ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳΦ 5ŀǘŀ ŎƻƭƭŜŎǘƛƻƴ ŘŜŦƛƴƛǘƛƻƴǎΣ 

methodologies, and barriers are explained in the Quality and Data Collection Readiness section. 

National Measures 
Per the Agency for Healthcare Research and Quality (AHRQ), Louisiana is lacking in various quality 

measures when compared to achievable benchmarks, which are derived from the top-performing States. 

Benchmarks are available for a total of 88 measures shared in the National Healthcare Quality Report 

(NHQR)Φ hŦ ǘƘŜǎŜ уу ƳŜŀǎǳǊŜǎΣ [ƻǳƛǎƛŀƴŀ Ƙŀǎ нп ƳŜŀǎǳǊŜǎ ǘƘŀǘ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ άŦŀǊ ŀǿŀȅ ŦǊƻƳ 

ōŜƴŎƘƳŀǊƪΣέ ǿƘƛŎƘ ƳŜŀƴǎ ŀ ǎǘŀǘŜΩǎ ǾŀƭǳŜ ŦƻǊ ŀ ƳŜŀǎǳǊŜ Ƙŀǎ ƴƻǘ ŀŎƘƛŜǾŜŘ рл҈ ƻŦ ǘƘŜ ōŜƴŎƘƳŀǊƪΦ р ƻŦ 

ǘƘŜǎŜ нп άŦŀǊ ŀǿŀȅ ŦǊƻƳ ōŜƴŎƘƳŀǊƪέ ƳŜŀǎǳǊŜǎ ŀǊŜ ƭƛǎǘŜŘ ƛƴ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǘŀōƭŜΣ ǿƘƛŎƘ ŀƭǎƻ ŘƛǎǇƭŀȅǎ ǘƘŜ 

estimate, benchmark, and distance to benchmark: 

Measure Louisiana 
Estimate 

Benchmark Distance to 
Benchmark 

People Age 12 and Over Treated for Substance Abuse Who 
Completed Treatment Course 

13.9 63.1 78% 

Suicide Deaths Among Persons Age 12 and Over per 100,000 
Population 

18.4 9.38 96% 

Hospital Inpatient Stays Involving Opioid-related Diagnoses 
per 100,000 Population 

203.6 99.4 105% 

HIV Infection Deaths per 100,000 Population 4.5 .75 500% 

New HIV Cases per 100,000 Population Age 13 and Over 31.5 4.3 633% 

Data source: State snapshots from 2017 National Healthcare Quality and Disparities Reports through Agency for Healthcare 
Research and Quality (AHRQ) https://nhqrnet.ahrq.gov/inhqrdr/Louisiana/benchmark/summary/All_Measures/All_Topics  

 

The following table shares statistical differences between Louisiana and the United States, according to 

the Behavioral Health Barometer for Louisiana (2017), which includes the data from the National Survey 

on Drug Use and Health (2017): 

 

Indicators Louisiana US 

Past-Month Alcohol Use Among Adolescents Aged 12ς17 12.2% 10.1% 

Past month Cigarette Use Among Adolescents Aged 12-17 5.3% 3.9% 

Past-Year Serious Mental Illness (SMI) Among Adults Aged 18 or Older 5.0% 4.2% 

Past-Year Serious Thoughts of Suicide Among Adults Aged 18 or Older 4.5% 4.1% 

Past-Year Alcohol Use Disorder Among Individuals Aged 12 or Older 6.8% 5.8% 
Data source: Behavioral Health Barometer for Louisiana (2017) https://www.samhsa.gov/data/sites/default/files/cbhsq-

reports/Louisiana-BH-BarometerVolume5.pdf 

https://nhqrnet.ahrq.gov/inhqrdr/Louisiana/benchmark/summary/All_Measures/All_Topics
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Per the Kaiser State Health Facts (2017)1, 39.1% of the adult population in Louisiana reported that their 

ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǿŀǎ άƴƻǘ ƎƻƻŘέ ōŜǘǿŜŜƴ ƻƴŜ ŀƴŘ ол Řŀȅǎ ƛn the past 30 days. This is slightly higher than 

ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎΩ ŀŘǳƭǘ ǇƻǇǳƭŀǘƛƻƴΣ ǊŜǇƻǊǘŜŘ ŀǘ орΦс҈Φ  

Based on data from the CDC WONDER Online Database2Σ !ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ ǊŜǇƻǊǘǎ [ƻǳƛǎƛŀƴŀ 

ranked as 19th among the states in its rate of suicideǎ ŘǳǊƛƴƎ нлмуΦ ¢ƘŜ {ǘŀǘŜΩǎ ǊŀǘŜ ƻŦ ǎǳƛŎƛŘŜǎ ǇŜǊ мллΣллл 

population (14.6) was slightly higher than the national rate (13.9).  

In the Annie E. Casey Foundation Kids Count Data Book (KIDS Count, 2019), Louisiana continued to rank 

near the bottom of the nation in terms of child health, education, family/community and well-being, 

ranking 49th overall in the nation. This overall ranking is the same as the 2018 publication. Louisiana 

ranked worse than the nation for the following indicators: 

Indicators Louisiana United States 

Economic Well-Being Indicators (Rank = 50th) 

¶ Children in poverty: 2017 28% 18% 

¶ Children whose parents lack secure employment: 2017 33% 27% 

¶ Teens (16-19 years) not in school and not working: 2017 10% 7% 

Education Indicators (Rank = 48th) 

¶ Fourth graders not/below proficient in reading: 2017 74% 65% 

¶ Eighth graders not/below proficient in math: 2017 81% 67% 

¶ High school students not graduating on time: 2016-17 22% 15% 

Health Indicators (Rank = 42nd) 

¶ Low-birth weight babies: 2017 10.7% 8.3% 

¶ Child and teen deaths per 100,000: 2017 39 26 

Family and Community Indicators (Rank = 48th) 

¶ Children in single-parent families: 2017 45% 34% 

¶ Children living in high-poverty areas: 2013-17 20% 12% 

¶ Teen births per 1,000: 2017 29 19 
Data source: Indicator percentages from http://datacenter.kidscount.org/. Ranks from 2019 KIDS Count Data Book. 

Prevalence Estimates and Person Served 
According to the 2017 Annual Estimates of the Resident Population 7/1/2017 State Characteristics, 

Population Estimates Division, U.S. Census Bureau (released July 2017), there were estimated 4,684,333 

individuals in Louisiana including 1,074,034 children/youth (ages 0-17) and 3,610,299 adults (ages 18+). 

2017 Louisiana Demographics Estimates  

Race Estimate  Age Estimate 

American Indian/Alaska Native 36,526  0-17 1,074,034 

Asian 87,305  18-24 469,517 

Black/African American 1,528,167  25-44 1,258,135 

Native Hawaiian/Other Pacific Islander 2,937  45-64 1,185,265 

                                                            
1 https://www.kff.org/statedata/ 
2 https://www.americashealthrankings.org/explore/annual/measure/Suicide/state/LA 

http://datacenter.kidscount.org/
https://www.kff.org/statedata/
https://www.americashealthrankings.org/explore/annual/measure/Suicide/state/LA
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 White 2,951,003  65 & Over  697,383 

More than One Race Reported 78,395  

   

Ethnicity Estimate  Gender Estimate 

Hispanic or Latino 243,620  Male 2,289,446 

Not Hispanic or Latino 4,440,713  Female 2,394,887 

Population estimates for each LGE service area were used to determine prevalence estimates. These 

totals can be found in the following sections.  

Mental Health 
Adults with Serious Mental Illness (SMI) and children/youth with Serious Emotional Disturbance (SED) are 

national designations that include only those individuals suffering from the most severe forms of mental 

illness or diagnosable behavioral, mental, or emotional condition/issueΦ h.I ǳǎŜŘ {!aI{!Ωǎ 

methodology and rates for calculating prevalence estimates. According to SMI/SED Prevalence Estimates 

2015, URS Table 1, 5.4% of adults (ages 18+) are expected to have SMI and 7% of children and youth (ages 

9- 17) are expected to have SED. The methodology used in calculating the number of children and youth 

does not include estimates for the population under 9 years of age; therefore, that segment of the 

population was excluded from the reported estimates. 

Please note that due to a change in the methodology that OBH uses for prevalence estimates, historical 

trend data is not shown at this time. 

Estimates of the prevalence of mental illness for adults and children/youth within the state broken down 

by LGE region are shown in the following tables. Caution should be used when utilizing these figures, as 

they are estimates.  

2017 LOUISIANA SMI & SED PREVALENCE ESTIMATES 

LGE 
Child/Youth£ = 7%* Adult = 5.4%* Total  

Population Prevalence  Population Prevalence  Population Prevalence 

MHSD 47,327 3,313 365,412 19,732 412,739 23,045 

CAHSD 78,846 5,519 526,791 28,447 605,637 33,966 

SCLHSA 49,502 3,465 303,851 16,408 353,353 19,873 

AAHSD 76,043 5,323 455,664 24,606 531,707 29,929 

IMCAL 37,589 2,631 228,511 12,340 266,100 14,971 

CLHSD 36,376 2,546 231,545 12,503 267,921 15,050 

NLHSD 64,451 4,512 412,506 22,275 476,957 26,787 

NEDHSA 42,110 2,948 268,572 14,503 310,682 17,451 

FPHSA 74,696 5,229 440,233 23,773 514,929 29,001 

JPHSA 46,656 3,266 342,845 18,514 389,501 21,780 

TOTAL 553,596 38,752 3,575,930 193,100 4,129,526 231,852 
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£ As the  9-17 age group is not calculated in the population estimates of Census Bureau, CDC Wonder was used as alternative 
source to determine the estimated population of 9-17 years. This age group was necessary to match the age range used for the 
URS Table 1. https://wonder.cdc.gov/ The Bridged- Race Population, Single Age Group, July 2017. 
*SAMHSA Drug & Alcohol Services Information System (https://wwwdasis.samhsa.gov/dasis2/urs.htm), SMI/SED Prevalence 
Estimates 2017 (URS Table 1: Number of adults with serious mental illness, age 18 and older, and Number of children with serious 
emotional disturbances, age 9 to 17, by state, 2017) SMI Prevalence= 5.4%; SED Prevalence= 7%. 
 

Individuals with SMI/SED are considered to be the target population for mental health block grant funded 

evidence- based practice (EBP) programs. These EBP programs are provided by the LGE regions and their 

contracted clinics. 

 The following tables show the total numbers of persons served receiving mental health services and the 

percentage of persons with SMI/SED. These numbers reflect an unduplicated count within LGEs. Please 

note that the overall count of SMI and SED population is under reported due to missing values in the 

special population SMI/SED variable. 

Community Behavioral Health Clinics 

Persons Receiving Mental Health Services   

LGE 
FY 2017 FY 2018 

CHILD (0-17) ADULT (18+) TOTAL* CHILD (0-17) ADULT (18+) TOTAL* 

MHSD 640 5,491 6,131 650 4,462 5,112 

CAHSD 1,621 5,503 7,136 1,249 5,871 7,131 

SCLHSA 1,685 7,603 9,288 1,687 7,731 9,418 

AAHSD 325 1,915 2,240 235 1,665 1,900 

IMCAL 386 1,978 2,373 259 1,560 1,824 

CLHSD 200 3,521 3,738 129 3,148 3,287 

NWLHSD 346 2,188 2,555 282 1,616 1,909 

NEDHSA 29 1,490 1,519 37 1,556 1,593 

FPHSA 553 4,764 5,385 363 4,057 4,526 

JPHSA 547 2,062 2,609 551 2,369 2,920 

TOTAL 6,332 36,515 42,974 5,442 34,035 39,620 

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.  
*Total count may include missing ages, resulting in counts greater than direct addition of child and adult counts.  

https://wonder.cdc.gov/
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Community Behavioral Health Clinics 

Child/Youth (Ages 9-17) with SED Served  

LGE 
FY 2017 FY 2018 

Child/Youth 
with SED 

Total 
Served 

% SED 
Child/Youth 

with SED 
Total 

Served 
% SED 

MHSD 194 519 37% 261 526 50% 

CAHSD 760 1,379 55% 457 1,081 42% 

SCLHSA 940 1,415 66% 829 1,381 60% 

AAHSD 236 253 93% 176 191 92% 

IMCAL 87 306 28% 84 218 39% 

CLHSD 34 174 20% 24 115 21% 

NWLHSD 183 285 64% 154 249 62% 

NEDHSA 12 26 46% 27 30 90% 

FPHSA 183 486 38% 138 327 42% 

JPHSA 194 439 44% 164 456 36% 

TOTAL 2,823 5,282 53% 2,314 4,574 51% 

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.  
SMI/SED based on most recent Special Population SMI/SED available from admission to end of reporting time period. 

Community Behavioral Health Clinics 

Adults (Ages 18 and over) with SMI Served 

LGE 
FY 2017 FY 2018 

Adults with 
SMI 

Total 
Served 

% SMI 
Adults with 

SMI 
Total 

Served 
% SMI 

MHSD 3,074 5,491 56% 2,391 4,462 54% 

CAHSD 2,095 5,503 38% 1,550 5,871 26% 

SCLHSA 5,780 7,603 76% 4,894 7,731 63% 

AAHSD 1,381 1,915 72% 1,161 1,665 70% 

IMCAL 192 1,978 9.7% 250 1,560 16% 

CLHSD 712 3,521 20% 789 3,148 25% 

NWLHSD 797 2,188 36% 608 1,616 38% 

NEDHSA 1,194 1,490 80% 1,399 1,556 90% 

FPHSA 1,260 4,764 26% 1,125 4,057 28% 

JPHSA 691 2,062 34% 695 2,369 29% 

TOTAL 17,176 36,515 47% 14,862 34,035 44% 

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.  
SMI/SED based on most recent Special Population SMI/SED available from admission to end of reporting time period. 
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The next table compares the prevalence estimates and the number of persons served. OBH data reported 

2,314 children and youth (ages 9-17) with SED were served at the end of FY 2018, revealing that 5.97 % of 

the estimated children with SED were being served in LGE clinics. OBH data reported 14,862 adults with 

SMI were served at the end of FY 2018, revealing that 7.69 % of the estimated adults with SMI were being 

served in LGE clinics (percentages not shown in the table below). These numbers do not reflect those 

served in private clinics and/or providers not receiving SAMHSA Block Grant money. 

Number of SMI/SED Persons Served Compared to Prevalence Estimates ς FY 2018 

LGE 
Child/Youth (Ages 9-17) Adults (Ages 18 and over)  Total 

SMI/SED 
Served 

Percentage of 
Prevalence 

Served 
Child/Youth 

with SED 
Prevalence 
Estimate 

Adults with 
SMI 

Prevalence 
Estimate 

MHSD 261 3,313 2,391 19,732 2,652 11.51% 

CAHSD 457 5,519 1,550 28,447 2,007 5.91% 

SCLHSA 829 3,465 4,894 16,408 5,723 28.80% 

AAHSD 176 5,323 1,161 24,606 1,337 4.47% 

IMCAL 84 2,631 250 12,340 334 2.23% 

CLHSD 24 2,546 789 12,503 813 5.40% 

NWLHSD 154 4,512 608 22,275 762 2.84% 

NEDHSA 27 2,948 1,399 14,503 1,426 8.17% 

FPHSA 138 5,229 1,125 23,773 1,263 4.35% 

JPHSA 164 3,266 695 18,514 859 3.94% 

TOTAL 2,314 38,752 14,862 193,100 17,176 7.41% 

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.  
SMI/SED based on most recent Special Population SMI/SED available from admission to end of reporting time period.  

Substance-related and Addictive Disorders 
In order to determine current estimates of the need for substance use disorder treatment, the prevalence 

of substance-related criminal activity, and the incidence of communicable diseases among Louisiana 

citizens, OBH collects and analyzes available national and state data sources. These data sources include 

but are not limited to: US Census Bureau, SAMHSA National Survey on Drug Use and Health (NSDUH), 

Centers for Disease Control and Prevention, Federal Bureau of Investigations, Louisiana State University, 

and Louisiana Department of Health.  Distributions of the data collected by the LGEs through their 

respective electronic health records (EHRs) and sent to OBH are also analyzed to estimate the percentage 

of people who receive services and the percentage of people who are in need of treatment but not 

receiving services. 

Estimates of the need for substance use disorder treatment, the prevalence of substance-related criminal 

activity, and the incidence of communicable diseases among Louisiana citizens within the Local Governing 

Entity (LGE) service areas are detailed in the following tables. Caution should be used when utilizing these 

figures, as they are estimates. There are also several limitations in the methodology used for the estimate 
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calculations for the Treatment Needs Assessment Summary Matrix and Treatment Needs by Age, Sex, and 

Race/Ethnicity:  

ω The NSDUH data used in calculating the number of people that are in need of treatment services 

and that would seek treatment does not include estimates for the population under 12 years of 

age; therefore, that segment of the population was excluded from the reported estimates. 

ω The NSDUH data estimates used for the calculations are representative of the state as a whole, 

and not necessarily specific to demographics of the parishes that comprise the LGE service areas.  

ω The estimates for Drug Related Arrests were calculated by applying a statewide total to the parish 

percentage of the total state population estimate, which results in figures that may not accurately 

reflect the parishes comprising the LGE service areas. 

ω The estimates for Acute Hepatitis B, Acute Hepatitis C, and HIV were calculated by applying a 

statewide incidence rate to the parish proportion of the total state population estimate, which 

results in figures that may not accurately reflect the parishes comprising the LGE service areas.  
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1 ¢ƘŜ ŜǎǘƛƳŀǘŜǎ ŦƻǊ tƻǇǳƭŀǘƛƻƴ ŀƴŘ мнҌ tƻǇǳƭŀǘƛƻƴ ōȅ [D9 ǎŜǊǾƛŎŜ ŀǊŜŀ ǿŜǊŜ ƻōǘŀƛƴŜŘ ŦǊƻƳ ǘƘŜ ¦{ /Ŝƴǎǳǎ .ǳǊŜŀǳΩǎ Annual Estimates of the Resident Population for Selected Age 
Groups by Sex: April 1, 2010 to July 1, 2017 (https://www.census.gov/data/datasets/2017/demo/popest/counties-detail.html). The estimate for the 12+ Population by SPA from 
the same dataset was obtained by excluding the Under 5 Years, 5 to 9 Years, and one-half of 10 to 14 Years categories from total population.   
 

2 According to NSDUH, 7.6% of the population aged 12 or older needed substance use treatment in the past year. The 12+ population for each SPA was multiplied by 7.6% to 
estimate the number of people needing treatment services. Source: Table 5.50B ς Need for and Receipt of Substance Use Treatment at a Specialty Facility in Past Year among 
Persons Aged 12 or Older, by Demographic Characteristics: Percentages, 2016 and 2017. https://www.samhsa.gov/data/sites/default/files/cbhsq-
reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B  
 

3 According to NSDUH, 12.2% of those who needed substance abuse treatment received treatment at a specialty facility in the past year. Source: Table 5.50B ς Need for and 
Receipt of Substance Use Treatment at a Specialty Facility in Past Year among Persons Aged 12 or Older, by Demographic Characteristics: Percentages, 2016 and 2017. 
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B. 12.2% was used to estimate the Total 
Population that Would Seek Treatment by SPA.  

*Specialty treatment refers to substance use treatment at a hospital (only as an inpatient), a drug or alcohol rehabilitation facility (as an inpatient or outpatient), or a mental health center. 
This NSDUH definition historically has ƴƻǘ ŎƻƴǎƛŘŜǊŜŘ ŜƳŜǊƎŜƴŎȅ ǊƻƻƳǎΣ ǇǊƛǾŀǘŜ ŘƻŎǘƻǊǎΩ ƻŦŦƛŎŜǎΣ ǇǊƛǎƻƴǎ ƻǊ ƧŀƛƭǎΣ ŀƴŘ ǎŜƭŦ-help groups to be specialty substance use treatment facilities. 
https://www.samhsa.gov/data/sites/default/files/NSDUH-ServiceUseAdult-2015/NSDUH-ServiceUseAdult-2015/NSDUH-ServiceUseAdult-2015.pdf (page 5) 
 

4 Information from a meta- analysis conducted by the CDC and published ƛƴ нлмп ǿŀǎ ǳǎŜŘ ǘƻ ŜǎǘƛƳŀǘŜ bǳƳōŜǊ ƻŦ L5¦Ωǎ bŜŜŘƛƴƎ ¢ǊŜŀǘƳŜƴǘ {ŜǊǾƛŎŜǎ ōȅ {t!Φ Lƴ Research Article: 
Estimating the Number of Persons Who Inject Drugs in the United States by Meta-Analysis to Calculate National Rates of HIV and Hepatitis C Virus Infections the combined estimated 
rate for injection drug use in the United Stated is .30% (Table 3. Estimated proportion of persons who injected drugs (PWID) in the past year, by survey and combined by meta-

Treatment Needs Assessment Summary Matrix  

  

 TOTAL POPULATION 
INJECTING DRUG 

USERS 
WOMEN 

PREVALENCE OF 
SUBSTANCE-

RELATED 
CRIMINAL 
ACTIVITY 

INCIDENCE OF 
COMMUNICABLE DISEASE 

LGE Population1 
12+ 

Population1 

Female 12+ 
Population6 

Needing 
Treatment 
Services2 

That would 
seek 

treatment3 

Needing 
Treatment 
Services4 

That would 
seek 

treatment5 

Needing 
Treatment 
Services7 

That would 
seek 

treatment8 

Number 
of DWI 
Arrests9 

Number 
of Drug 
Related 
Arrests10 

Acute 
Hep 
B11 

Acute 
Hep 
C12 

HIV13 TB14 

MHSD 462,842 393,650 207,722 29,917 3,650 1,181 144 15,787 1,926 1,042 3,177 5 0 102  24 

CAHSD 685,568 575,077 295,649 43,706 5,332 1,725 210 22,469 2,741 2,600 4,641 7 4 152 12 

SCLHSA 401,568 334,131 171,487 25,394 3,098 1,002 122 13,033 1,590 2,030 2,696 4 0 89 9 

AAHSD 608,763 501,901 258,945 38,144 4,654 1,506 184 19,680 2,401 1,986 4,050 6 1 135 11 

IMCAL 303,383 251,476 127,048 19,112 2,332 754 92 9,656 1,178 1,381 2,029 3 0 67 11 

CLHSD 304,675 253,715 125,196 19,282 2,352 761 93 9,515 1,161 1,568 2,047 3 1 67 4 

NLHSD 542,115 451,830 234,954 34,339 4,189 1,355 165 17,857 2,178 2,744 3,646 5 1 120 19 

NEDHSA 352,335 294,465 151,951 22,379 2,730 883 108 11,548 1,409 1,434 2,376 4 3 78 14 

FPHSA 584,048 488,968 252,270 37,162 4,534 1,467 179 19,173 2,339 2,663 3,946 6 2 129 16 

JPHSA 439,036 371,107 192,867 28,204 3,441 1,113 136 14,658 1,788 1,359 2,995 4 0 97 21 

TOTAL 4,684,333 3,916,319 2,018,087 297,640 36,312 11,749 1,433 153,375 18,712 18,807 31,604 47 12 1,035 141 

https://www.census.gov/data/datasets/2017/demo/popest/counties-detail.html
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B
https://www.samhsa.gov/data/sites/default/files/NSDUH-ServiceUseAdult-2015/NSDUH-ServiceUseAdult-2015/NSDUH-ServiceUseAdult-2015.pdf
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analysis, United States.) http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0097596 . The 12+ Population for each SPA was multiplied by .003 to estimate the 
ƴǳƳōŜǊ ƻŦ L±5¦Ωǎ ƴŜŜŘƛƴƎ ǘǊŜŀǘƳŜƴǘ ǎŜǊǾƛŎŜǎΦ  
5 The estimate of 12.2% that was used to calculate the number of people that would seek treatment in total population was also used to determine the bǳƳōŜǊ ƻŦ L±5¦Ωǎ ǘƘŀǘ 
Would Seek Treatment. The number of IVDUs that will seek treatment was obtained by multiplying each SPA category of IVDU needing treatment services by 12.2%. 
 
6 !ƴ ŜǎǘƛƳŀǘŜ ŦƻǊ ǘƘŜ CŜƳŀƭŜ мнҌ tƻǇǳƭŀǘƛƻƴ ōȅ {t! ǿŀǎ ƻōǘŀƛƴŜŘ ŦǊƻƳ ǘƘŜ ¦{ /Ŝƴǎǳǎ .ǳǊŜŀǳΩǎ Annual Estimates of the Resident Population for Selected Age Groups by Sex: April 
1, 2010 to July 1, 2017 (https://www.census.gov/data/datasets/2017/demo/popest/counties-detail.html). The estimate for the Female 12+ Population by SPA from the same 
dataset was obtained by excluding the Under 5 Years, 5 to 9 Years, and one-half of 10 to 14 Years categories from total female population. 
  
7 Information from the 2017 National Survey on Drug Use and Health (NSDUH) was used to estimate the Total Number of Women Needing Treatment Services by SPA. The 
prevalence estimate of 7.6% that used to calculate the number of total population needing treatment was also used to estimate the number of women (females 12+) in need of 
treatment. The number of women needing treatment services for each SPA was obtained by multiplying female 12+ population of each SPA category by 7.6%. 
 
8 The estimate of 12.2% that was used to calculate the number of people that would seek treatment was also used to determine the Number of Women that Would Seek Treatment. 
The number of women that will seek treatment was obtained by multiplying each SPA category of women needing treatment services for by 12.2%. 
 
9 The estimates for Number of DWI Arrests for 2017 were obtained from the Louisiana State University, Highway Safety Research Group's 2017 Number of Arrests and DWI by 
Parish Report. http://datareports.lsu.edu/cobradashboardParish.aspx  
 
10 Information from the Federal Bureau of Investigations, Crime in the United States, 2017 Report was used to estimate the Number of Drug Related Arrests for Calendar Year 2017. 
According to this report, there were 27,952 drug related arrests in Louisiana in 2017 (25,770 Drug Abuse Violations + 2,869 Liquor Law Violations + 2,965 Drunkenness = 31,604). 
Parish estimates for the Number of Drug Related Arrests were calculated by multiplying this figure (31,604) by the Parish percentage of the total state 12 years and older population 
estimate. United States Department of Justice, Federal Bureau of Investigation. Crime in the United States, 2017: https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-u.s.-
2017/topic-pages/tables/table-69  Table 69, Arrests by State, 2017. 
 
11 2016 Acute Hep B: !ŎŎƻǊŘƛƴƎ ǘƻ /5/Σ [ƻǳƛǎƛŀƴŀΩǎ ƛƴŎƛŘŜƴŎŜ ǊŀǘŜ ŦƻǊ IŜǇŀǘƛǘƛǎ . ƛƴ нлмс ǿŀǎ мΦлκмллΣллл ό±ƛǊŀƭ IŜǇŀǘƛǘƛǎ {ǳǊǾeillance ς United States, 2016; Table 3.1: Reported 
cases of Acute HŜǇŀǘƛǘƛǎ .Σ ƴŀǘƛƻƴŀƭƭȅ ŀƴŘ ōȅ ǎǘŀǘŜ ƻǊ ƧǳǊƛǎŘƛŎǘƛƻƴ φ ¦ƴƛǘŜŘ {ǘŀǘŜǎΣ нлмн ς 2016 https://www.cdc.gov/hepatitis/statistics/2016surveillance/index.htm. This 
estimates 47 cases (.00001*4,684,333) for the total population. LGE estimates for Incidence of Acute Hepatitis B/100,000 were calculated by multiplying 0.00001 with the LGE 
population estimate. 
 
12 2017 Acute Hep C:  According to the Internal Statewide Registry of STD/HIV/Hepatitis Program, Office of Public Health, Louisiana Department of Health, incidence for Acute 
Hepatitis C in Louisiana for CY 2017 was 12. The LGE counts for Incidence of Acute Hepatitis C was obtained from the same registry. 
 

13 As stated in the Louisiana HIV, AIDS, and Early Syphilis Surveillance, Quarterly Report, December 31, 2018 (Page#1) 
(http://ldh.la.gov/assets/oph/HIVSTD/HIV_Syphilis_Quarterly_Reports/2018Reports/Fourth_Quarter_2018_HIV_Syphilis_Report.pdfΣ [ƻǳƛǎƛŀƴŀΩǎ ƛƴŎƛŘŜƴŎŜ ǊŀǘŜ ŦƻǊ IL± ƛƴ нлмт 
was 22.1/100,000. There were estimated 1,035 cases for total Louisiana population. The population for each SPA/LGE was multiplied by .000221 to estimate the incidence of 
HIV.  
 
14 !ŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ [ƻǳƛǎƛŀƴŀ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ŀƴŘ IƻǎǇƛǘŀƭǎ ¢ǳōŜǊŎǳƭƻǎƛǎ /ƻƴǘǊƻƭ tǊƻƎǊŀƳΣ [ƻǳƛǎƛŀƴŀΩǎ ƛƴŎƛŘŜƴce rate for Tuberculosis in 2017 was 3.0/100,000 (Louisiana 
TB Morbidity Report ς 2017: Louisiana Tuberculosis (TB) Cases/Rates http://ldh.la.gov/assets/oph/Center-PHCH/Center-PH/tuber/2017TBMorbidityTable.PDF). This estimates 

http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0097596
https://www.census.gov/data/datasets/2017/demo/popest/counties-detail.html
http://datareports.lsu.edu/cobradashboardParish.aspx
https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-u.s.-2017/topic-pages/tables/table-69
https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-u.s.-2017/topic-pages/tables/table-69
https://www.cdc.gov/hepatitis/statistics/2016surveillance/index.htm
http://ldh.la.gov/assets/oph/HIVSTD/HIV_Syphilis_Quarterly_Reports/2018Reports/Fourth_Quarter_2018_HIV_Syphilis_Report.pdf
http://ldh.la.gov/assets/oph/Center-PHCH/Center-PH/tuber/2017TBMorbidityTable.PDF
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141 cases for the total population. The distribution of cases by Parish as published by the Tuberculosis Control Program are provided in the estimates table and categorized by 
LGE.    
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The following tables provide a comparison of the number of admissions and persons served to the 

prevalence estimates determined in the Treatment Needs Assessment Summary Matrix. Data collected 

from LGEs for the total number of persons served during FY 2018 is compared to the total estimated 

number needing treatment services to determine the percent of prevalence served in Louisiana. These 

numbers reflect an unduplicated count within LGEs and do not reflect those served in private clinics 

and/or providers not receiving SAMHSA Block Grant money.  

Substance Use Disorder Treatment ς FY 2018 

LGE 
Needing 

Treatment 
Services 

That would 
seek 

treatment 
Admissions Total Served 

Percent of 
Prevalence 

Served 

MHSD 29,917 3,650 1,439 1,830 6.12% 

CAHSD 43,706 5,332 1,721 2,183 4.99% 

SCLHSA 25,394 3,098 2,833 3,600 14.18% 

AAHSD 38,144 4,654 893 1,151 3.02% 

IMCAL 19,112 2,332 644 898 4.70% 

CLHSD 19,282 2,352 1,720 2,013 10.44% 

NLHSD 34,339 4,189 1,396 1,713 4.99% 

NEDHSA 22,379 2,730 2,913 3,169 14.16% 

FPHSA 37,162 4,534 1,023 1,374 3.70% 

JPHSA 28,204 3,441 917 917 3.25% 

TOTAL 297,640 36,312 15,499 18,848 6.33% 

Data Source: Needing and Seeking Treatment: 2017 NSDUH Survey (Table 5.50B).  
Admissions and Total Served:  LADDS and LGE EHR data sent to OBH. 
 

Substance Use Disorder Treatment for Women (Females ages 12+) ς FY 2018 

LGE 
Needing 

Treatment 
Services 

That would 
seek 

treatment 
Admissions Total Served 

Percent of 
Prevalence 

Served 

MHSD 15,787 1,926 487 609 3.86% 

CAHSD 22,469 2,741 718 925 4.12% 

SCLHSA 13,033 1,590 1,237 1,602 12.29% 

AAHSD 19,680 2,401 419 558 2.84% 

IMCAL 9,656 1,178 296 430 4.45% 

CLHSD 9,515 1,161 707 825 8.67% 

NLHSD 17,857 2,178 534 686 3.84% 

NEDHSA 11,548 1,409 999 1,102 9.54% 

FPHSA 19,173 2,339 379 537 2.80% 

JPHSA 14,658 1,788 356 356 2.43% 

TOTAL 153,375 18,712 6,132 7,630 4.97% 

Data Source: Needing and Seeking Treatment: 2017 NSDUH Survey (Table 5.50B).  
Admissions and Total Served:  LADDS and LGE EHR data sent to OBH.  
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Persons Who Inject Drugs ς FY 2018 

LGE 
Needing 

Treatment 
Services 

That would 
seek 

treatment 
Admissions Total Served 

Percent of 
Prevalence 

Served 

MHSD 1,181 144 480 623 52.75% 

CAHSD 1,725 210 17 20 1.16% 

SCLHSA 1,002 122 138 143 14.27% 

AAHSD 1,506 184 202 212 14.08%  

IMCAL 754 92 15 22 2.92% 

CLHSD 761 93 242 272 35.74% 

NLHSD 1,355 165 301 315 23.24% 

NEDHSA 883 108 705 755 85.47% 

FPHSA 1,467 179 45 57 3.89% 

JPHSA 1,113 136 106 106 9.52% 

TOTAL 11,749 1,433 2,251 2,525 21.49% 

Data Source:  

¶ Needing treatment:  Information from a meta- analysis conducted by the CDC and published in 2014 was used to 
ŜǎǘƛƳŀǘŜ bǳƳōŜǊ ƻŦ L5¦Ωǎ bŜŜŘƛƴƎ ¢ǊŜŀǘƳŜƴǘ {ŜǊǾƛŎŜǎ ōȅ {t!Φ Lƴ Research Article: Estimating the Number of Persons 
Who Inject Drugs in the United States by Meta-Analysis to Calculate National Rates of HIV and Hepatitis C Virus 
Infections the combined estimated rate for injection drug use in the United Stated is .30% (Table 3. Estimated proportion 
of persons who injected drugs (PWID) in the past year, by survey and combined by meta-analysis, United States.) 
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0097596. The 12+ Population for each SPA was 
multiplied by .003 to estimate the number of L±5¦Ωǎ ƴŜŜŘƛƴƎ ǘǊŜŀǘƳŜƴǘ ǎŜǊǾƛŎŜǎΦ 

¶ Seeking Treatment: 2017 NSDUH Survey (Table 5.50B) 

¶ Admissions and Total Served:  LADDS and LGE EHR data sent to OBH 
 

Demographics Profile of SUD Population Served ς FY 2018 

Race/Ethnicity % Served  Age % Served 

American Indian 0.81%  0-17 4.28% 

Asian 0.21%  18-24 10.62% 

Black/African American 32.07%  25-44 57.47% 

Native Hawaiian/Other Pacific Islander 0.11%  45-64 26.26% 

White 59.92%  65 & Over 1.36% 

More than One Race Reported 0.16%    

Unknown - Other 6.72%    

Hispanic or Latino 1.93%  Gender % Served 

Not Hispanic or Latino 92.90%  Male 58.81% 

Unknown 5.17%  Female 41.19% 
Data Source: LADDS and LGE EHR data sent to OBH. 

http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0097596
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Primary Prevention 

State Epidemiology Workgroup 
The State Epidemiology Workgroup (SEW), a subcommittee of the Louisiana Drug Policy Board (DPB), is 

tasked with identifying, collecting, analyzing and disseminating consumption and consequence data 

related to substance use and related mental, emotional and behavioral disorders that is available from 

state and national data sources, as well as prioritizing available data for substance abuse prevention 

needs. The SEW maintains an online data system, which includes consumption indicators and long- and 

short-term consequence indicators at the state and community level. The SEW makes recommendations 

regarding improvements in data collection, and continuously works to fill data gaps to improve the quality 

and integrity of the data at all levels, while supporting regional and community epidemiological efforts. 

The work of the SEW is guided by formalized bylaws and Cooperative Involvement Agreements that detail 

member roles and responsibilities. Membership is composed of data experts and epidemiologists from 

various state agencies.  

OBH is a standing member of the SEW and provides prevention and treatment data for inclusion in the 

online data system and other SEW related reports. Through the DPB, the SEW has been successful in the 

creation and propagation of formal daǘŀ ǎƘŀǊƛƴƎ ŀƎǊŜŜƳŜƴǘǎ ŀƳƻƴƎ [ƻǳƛǎƛŀƴŀΩǎ ƎƻǾŜǊƴƳŜƴǘ ŀƎŜƴŎƛŜǎΦ 

The collaboration of DBP and SEW has reduced the burden on the SEW for data acquisition and allowed 

the SEW to focus more on providing analysis and guidance on the understanding and use of the data. 

In addition, the SEW continues existing collaborations and institutes new collaborations needed to grow 

the state data system, disseminate data for decision-making, and monitor and evaluate the accuracy and 

timeliness of the data system. 

State Epidemiology Workgroup 

Core Member Agencies 

DƻǾŜǊƴƻǊΩǎ hŦŦƛŎŜ ƻŦ 5ǊǳƎ tƻƭƛŎȅ LA Department of Health, Office of Public Health 

Highway Safety Research Group at LSU LA Department of Justice, Office of the Attorney 
General 

Historically Black Colleges & Universities Rep LA Department of Public Safety, Louisiana 
Highway Safety Commission 

LA Center Addressing Substance Use in Collegiate 
Communities 

LA Department of Public Safety, Louisiana State 
Police 

LA Department of Children & Family Services LA Department of Revenue, Office of Alcohol and 
Tobacco Control 

LA Department of Education U.S. Drug Enforcement Administration 

LA Department of Health, Office of Behavioral 
Health 

University of Louisiana at Lafayette, Picard Center 
for Child Development 

Of-Counsel Member Agencies 

Capital Area Human Services District DƻǾŜǊƴƻǊΩǎ hŦŦƛŎŜ ƻŦ 9ƭŘŜǊƭȅ !ŦŦŀƛǊǎ 

Louisiana Commission on Law Enforcement LA Department of Veterans Affairs 
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Louisiana Caring Communities Youth Survey 
The Louisiana Caring Communities Youth Survey (CCYS), a survey of 6th, 8th, 10th, and 12th grade 

students has been conducted since 1998. The survey is conducted every two years with the most recent 

survey conducted in the fall of 2018, completed March 2019. The results for the state of Louisiana are 

presented along with comparisons to 2014 and 2016 CCYS survey results, and the Monitoring the Future 

(MTF) survey results, as applicable. The MTF study is a long-term epidemiological study that surveys trends 

in drug and alcohol use among American adolescents. 

¢ƘŜ [ƻǳƛǎƛŀƴŀ //¸{ ǿŀǎ ƻǊƛƎƛƴŀƭƭȅ ŘŜǎƛƎƴŜŘ ǘƻ ŀǎǎŜǎǎ ǎǘǳŘŜƴǘǎΩ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ ŀ ǎǇŜŎƛŦƛŎ ǎŜǘ ƻŦ ǇǊƻōƭŜƳ 

behaviors, as well as their exposure to a set of scientifically validated risk and protective factors identified 

in the Risk and Protective Factor Model of adolescent problem behaviors. These risk and protective factors 

have been shown to predict the likelihood of academic success, school dropout, substance abuse, 

violence, and delinquency among youth. As the substance use prevention field has evolved, the CCYS has 

been modified to measure additional substance use and other problem behavior variables to provide 

prevention professionals in Louisiana with important information for understanding their communities. 

Some examples of these additional variables include the percentage of youth who are in need for alcohol 

or drug treatment, measures of community norms around alcohol use, and bullying. 

Below are tables from the 2018 CCYS that provide the percentage of students who used gateway drugs 

(Table 3) and the percentage of students who used other illicit drugs (Table 4).  
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*Substance category not measured in 2014.  

Table 3. Percentage of Students Who Used Gateway Drugs 

 6th 8th 10th 12th 
On how many occasions (if any) have you...  
(One or more occasions) 

State 
2014 

State 
2016 

State 
2018 

MTF 
2018 

State 
2014 

State 
2016 

State 
2018 

MTF 
2018 

State 
2014 

State 
2016 

State 
2018 

MTF 
2018 

State 
2014 

State 
2016 

State 
2018 

MTF 
2018 

Lifetime alcohol had alcoholic beverages (beer, wine, or hard liquor) to drink in your lifetime -- more 
than just a few sips? 16.5 16.2 17.3 ~ 36.4 32.9 35.5 23.5 56.0 51.9 53.2 43.0 66.1 61.2 60.5 58.5 

Past 30 day 
alcohol had beer, wine, or hard liquor to drink during the past 30 days? 5.7 5.5 5.9 ~ 16.4 14.1 14.8 8.2 30.7 26.8 29.1 18.6 42.4 36.4 37.5 30.2 

Binge drinking How many times have you had 5 or more alcoholic drinks in a row in the past 2 
weeks? (One or more times) 3.2 3.7 3.7 ~ 8.8 7.8 7.5 3.7 16.8 14.6 16.3 8.7 24.0 21.2 22.1 13.8 

Lifetime cigarettes Have you ever smoked cigarettes? 7.1 6.6 6.2 ~ 19.2 15.8 14.9 9.1 27.7 24.7 21.9 16.0 34.8 31.6 28.1 23.8 

Past 30 day 
cigarettes How frequently have you smoked cigarettes during the past 30 days? 1.5 1.2 1.1 ~ 5.5 3.4 3.1 2.2 9.7 7.3 5.8 4.2 15.8 12.3 9.3 7.6 

1/2 pack of 
cigarettes/day 

During the past 30 days, how many cigarettes did you smoke per day? (About one-
half pack a day or more) 0.3 0.2 0.2 ~ 0.9 0.5 0.4 0.3 1.8 1.1 1.0 0.7 4.2 2.6 1.8 1.5 

Lifetime chewing 
tobacco 

used smokeless tobacco (chew, snuff, plug, dipping tobacco, chewing tobacco) in 
your lifetime? 4.0 4.1 4.1 ~ 9.8 9.0 8.3 6.4 13.7 13.0 12.4 10.0 16.1 14.5 14.1 10.1 

Past 30 day 
chewing tobacco 

used smokeless tobacco (chew, snuff, plug, dipping tobacco, chewing tobacco) 
during the past 30 days? 1.4 1.3 1.4 ~ 5.1 3.9 3.3 2.1 7.2 5.8 5.5 3.9 8.5 6.9 6.2 4.2 

Lifetime e-
cigarette use* Have you ever tried electronic cigarettes, e-cigarettes, vape pens, or e-hookahs? ~ 9.5 11.6 ~ ~ 22.2 29.1 21.5 ~ 33.9 43.3 36.9 ~ 40.2 47.0 42.5 

Past 30 day e-
cigarette use* use electronic cigarettes, e-cigarettes, vape pens, or e-hookahs? ~ 3.4 5.3 ~ ~ 8.1 15.7 10.4 ~ 11.6 26.8 21.7 ~ 12.9 29.5 26.7 

Lifetime 
marijuana used marijuana (grass, pot) or hashish (hash, hash oil) in your lifetime? 1.5 1.4 1.6 ~ 8.9 8.0 8.7 13.9 21.4 20.6 21.4 32.6 31.5 30.1 30.6 43.6 

Past 30 day 
marijuana used marijuana (grass, pot) or hashish (hash, hash oil) during the past 30 days? 0.7 0.6 0.5 ~ 4.1 3.7 3.9 5.6 10.5 10.2 10.7 16.7 16.4 15.5 15.9 22.2 

Lifetime inhalants sniffed glue, breathed the contents of an aerosol spray can, or inhaled other gases 
or sprays, in order to get high in your lifetime? 4.9 4.6 4.8 ~ 9.1 8.5 8.6 8.7 7.1 6.7 6.7 6.5 4.8 4.3 4.2 4.4 

Past 30 day 
inhalants 

sniffed glue, breathed the contents of an aerosol spray can, or inhaled other gases 
or sprays, in order to get high during the past 30 days? 2.1 1.9 2.0 ~ 3.3 3.0 2.9 1.8 1.8 1.8 1.5 1.0 0.9 0.7 0.8 0.7 
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* Substance category not measured in 2014. 

Table 4. Percentage of Students Who Used Other Illicit Drugs 

On how many occasions (if any) have you...  
(One or more occasions) 

6th 8th 10th 12th 

State 
2014 

State 
2016 

State  
2018 

MTF 
2018 

State 
2014 

State 
2016 

State  
2018 

MTF 
2018 

State 
2014 

State 
2016 

State  
2018 

MTF 
2018 

State 
2014 

State 
2016 

State  
2018 

MTF 
2018 

[ƛŦŜǘƛƳŜ ƘŀƭƭǳŎƛƴƻƎŜƴǎϞ used LSD (acid, blotter) or other hallucinogens (like PCP, 
mescaline, peyote, shrooms, or ketamine) in your lifetime? 0.4 0.3 0.3 ~ 0.9 0.9 1.0 2.2 2.3 2.1 2.3 3.9 3.7 3.9 4.1 6.6 

tŀǎǘ ол Řŀȅ ƘŀƭƭǳŎƛƴƻƎŜƴǎϞ 
used LSD (acid, blotter) or other hallucinogens (like PCP, 
mescaline, peyote, shrooms, or ketamine) during the past 
30 days? 

0.1 0.1 0.1 ~ 0.4 0.4 0.4 0.6 0.8 0.8 0.8 0.8 1.2 1.3 1.5 1.4 

Lifetime cocaine used cocaine or crack in your lifetime? 0.4 0.4 0.4 ~ 1.0 0.9 0.8 1.4 1.3 1.0 1.1 2.6 2.2 2.1 2.0 3.9 
Past 30 day cocaine used cocaine or crack during the past 30 days? 0.2 0.1 0.2 ~ 0.5 0.4 0.3 0.3 0.5 0.3 0.4 0.6 0.7 0.7 0.6 1.1 
Lifetime  
methamphetamine 

used methamphetamines (meth, speed, crank, crystal 
meth) in your lifetime? 0.2 0.3 0.3 ~ 0.6 0.5 0.6 0.7 1.0 0.7 0.8 0.8 1.3 1.0 1.0 0.7 

Past 30 day  
methamphetamine 

used methamphetamines (meth, speed, crank, crystal 
meth) during the past 30 days? 0.1 0.1 0.1 ~ 0.3 0.2 0.2 0.1 0.4 0.2 0.4 0.1 0.5 0.3 0.3 0.3 

Lifetime other stimulants 
used stimulants, other than methamphetamines (such as 
amphetamines, Adderall, Dexedrine, Ritalin) without a 
doctor telling you to take them, in your lifetime? 

0.5 0.9 1.0 ~ 0.9 1.7 2.5 5.9 2.1 4.0 4.5 8.6 3.2 6.6 6.3 8.6 

Past 30 day other 
stimulants 

used stimulants, other than methamphetamines (such as 
amphetamines, Adderall, Dexedrine, Ritalin) without a 
doctor telling you to take them, during the past 30 days? 

0.2 0.4 0.5 ~ 0.5 0.8 1.1 1.8 0.9 1.7 1.8 2.4 1.3 2.6 2.1 2.4 

Lifetime sedatives** 
used sedatives (tranquilizers, such as Ativan, Klonopin, 
Valium, Xanax, barbiturates, or sleeping pills) without a 
doctor telling you to take them, in your lifetime? 

3.0 2.3 2.5 ~ 5.0 4.0 4.9 ~ 7.0 6.7 6.4 ~ 8.0 7.9 7.1 4.2 

Past 30 day sedatives** 
used sedatives (tranquilizers, such as Ativan, Klonopin, 
Valium, Xanax, barbiturates, or sleeping pills) without a 
doctor telling you to take them, during the past 30 days? 

1.3 1.1 1.1 ~ 2.3 1.9 2.1 ~ 3.3 3.0 2.6 ~ 3.4 3.1 2.6 1.2 

[ƛŦŜǘƛƳŜ ƘŜǊƻƛƴϞ used heroin in your lifetime? 0.2 0.3 0.3 ~ 0.5 0.5 0.4 0.6 0.7 0.6 0.6 0.4 1.0 0.8 0.4 0.8 
tŀǎǘ ол Řŀȅ ƘŜǊƻƛƴϞ used heroin during the past 30 days? 0.1 0.1 0.1 ~ 0.2 0.3 0.2 0.1 0.3 0.3 0.2 0.1 0.4 0.3 0.2 0.2 

Lifetime prescription 
ƴŀǊŎƻǘƛŎǎϝϝκϞ 

used narcotic prescription drugs (such as OxyContin, 
methadone, morphine, codeine, Demerol, Vicodin, 
Percocet, Suboxone, fentanyl, carfentanyl, or other 
opiates) without a doctor telling you to take them, in your 
lifetime? 

0.6 0.5 0.6 ~ 1.8 1.5 1.8 ~ 4.2 4.0 3.7 ~ 6.4 5.6 5.0 6.0 

Past 30 day prescription 
ƴŀǊŎƻǘƛŎǎϝϝκϞ 

used narcotic prescription drugs (such as OxyContin, 
methadone, morphine, codeine, Demerol, Vicodin, 
Percocet, Suboxone, fentanyl, carfentanyl, or other 
opiates) without a doctor telling you to take them, during 
the past 30 days? 

0.2 0.2 0.2 ~ 0.8 0.8 0.7 ~ 1.8 1.6 1.2 ~ 2.4 1.8 1.6 1.1 

Lifetime ecstasy used MDMA (X, E, "Molly", or ecstasy) in your lifetime? 0.2 0.2 0.3 ~ 0.7 1.0 1.1 1.6 1.7 2.0 1.9 2.4 2.8 2.9 2.6 4.1 
Past 30 day ecstasy used MDMA (X, E, "Molly", or ecstasy) in the past 30 days? 0.1 0.1 0.1 ~ 0.3 0.4 0.5 0.4 0.6 0.7 0.6 0.4 1.0 1.0 0.8 0.5 
Past 30 day synthetic 
marijuana use*/** 

used synthetic marijuana or herbal incense products (such 
as K2, Spice, or Gold) in the past 30 days? ~ 0.4 0.4 ~ ~ 1.1 1.3 ~ ~ 1.4 1.6 ~ ~ 1.3 1.2 ~ 

Past 30 day other synthetic 
drug use*/** 

used other synthetic drugs (such as Bath Salts like Ivory 
Wave or White Lightning) in the past 30 days? ~ 0.5 0.6 ~ ~ 0.9 0.8 ~ ~ 0.5 0.6 ~ ~ 0.3 0.4 ~ 
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** No equivalent MTF data for these substances. Sedative and Prescription Narcotic data are only available for 12th grade. 
Ϟ ¢ƘŜ ǎǳǊǾŜȅ ǉǳŜǎǘƛƻƴǎ ŦƻǊ ǘƘŜǎŜ ǎǳōǎǘŀƴŎŜ categories changed in the 2018 survey administration. Please see the appendix for information on specific changes and comparability to previous survey administrations. 
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Core Alcohol and Drug Survey 
The Core Alcohol and Drug Survey was developed to measure alcohol and other drug usage, attitudes, 

and perceptions among college students at two and four-year institutions. Development of this survey 

was funded by the U.S. Department of Education. The survey includes several types of items about drugs 

ŀƴŘ ŀƭŎƻƘƻƭΦ hƴŜ ǘȅǇŜ ŘŜŀƭǎ ǿƛǘƘ ǘƘŜ ǎǘǳŘŜƴǘǎΩ ŀǘǘƛǘǳŘŜǎΣ ǇŜǊŎŜǇǘƛƻƴǎΣ ŀƴŘ ƻǇƛƴƛƻƴǎ ŀōƻǳǘ ŀƭŎƻƘƻƭ ŀƴŘ 

ƻǘƘŜǊ ŘǊǳƎǎΣ ŀƴŘ ǘƘŜ ƻǘƘŜǊ ŘŜŀƭǎ ǿƛǘƘ ǘƘŜ ǎǘǳŘŜƴǘǎΩ ƻǿƴ ǳǎŜ ŀƴŘ ŎƻƴǎŜǉǳŜƴŎŜǎ ƻŦ ǳǎŜΦ ¢ƘŜǊŜ ŀǊŜ ŀƭǎƻ 

ǎŜǾŜǊŀƭ ƛǘŜƳǎ ƻƴ ǎǘǳŘŜƴǘǎΩ ŘŜƳƻƎǊŀǇƘƛŎ ŀƴŘ ōŀŎƪƎǊƻǳƴd characteristics as well as perception of campus 

climate issues and policy. 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ǘŀōƭŜ ǇǊƻǾƛŘŜǎ ŘŜǘŀƛƭǎ ŀōƻǳǘ [ƻǳƛǎƛŀƴŀ ǎǘǳŘŜƴǘǎΩ ǊŜǇƻǊǘŜŘ ǳǎŜ ƻŦ ŘǊǳƎǎΦ ¦ƴƭŜǎǎ ƻǘƘŜǊǿƛǎŜ 

indicated, percentages are based on the total number of students responding validly to a given item. 

For comparison purposes some figures are included from a reference group of 90,119 students from 233 

institutions who completed the Core Alcohol and Drug Survey Long Form in 2013 to 2015 National Data. 

In general, substantial proportions of students report having used alcohol, tobacco, and marijuana in 

ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ǉǳŜǎǘƛƻƴΣ ά!ǘ ǿƘŀǘ ŀƎŜ ŘƛŘ ȅƻǳ ŦƛǊǎǘ ǳǎŜ ψψψψΚέ ǿƘŜǊŜŀǎ ŎƻƳǇŀǊŀǘƛǾŜƭȅ ŦŜǿ ǊŜǇƻǊǘ ƘŀǾƛƴƎ 

ǳǎŜŘ ŜŀŎƘ ƻŦ ǘƘŜ ƻǘƘŜǊ ǎǳōǎǘŀƴŎŜǎΦ ¢Ƙƛǎ ǉǳŜǎǘƛƻƴ ŜȄŀƳƛƴŜǎ άƭƛŦŜǘƛƳŜ ǇǊŜǾŀƭŜƴŎŜέ as opposed to annual 

prevalence and 30-day prevalence. 

  Lifetime  
Prevalence 

 Annual  
Prevalence 

 30-Day 
Prevalence 

 3X/Week 
or more 

Substance Coll. Ref. Coll. Ref. Coll. Ref. Coll. Ref. 

Tobacco 34.8 40.6 24.7 31.2 16.5 19.9 10.5 9.7 

Alcohol 80.9 84.3 75.2 81.5 56.3 68.7 11.5 20.0 

Marijuana 46.2 46.0 34.2 33.9 20.7 19.8 10.8 8.2 

Cocaine 8.0 7.6 4.8 4.7 1.8 2.0 0.3 0.2 

Amphetamines 11.5 9.7 6.4 5.4 3.6 3.0 2.2 1.4 

Sedatives 7.5 6.0 3.5 3.1 1.6 1.5 0.6 0.4 

Hallucinogens 8.4 7.5 5.0 4.5 1.5 1.3 0.2 0.2 

Opiates 2.7 2.3 1.5 1.3 0.6 0.7 0.2 0.3 

Inhalants 2.6 2.5 1.0 1.0 0.5 0.5 0.1 0.2 

Designer drugs 8.0 9.0 3.9 5.4 1.1 1.5 0.2 0.2 

Steroids 1.6 1.0 1.0 0.6 0.5 0.4 0.3 0.2 

Other drugs 2.9 3.6 1.2 1.8 0.6 0.7 0.2 0.2 

 
Coll. = Multiple Selection 
Ref. = Reference group of 90,119 college students 
 

Meeting these Gaps and Needs 
There is an approach which may help ease the burden of substance use within Louisiana ς that of 
prevention.  The target of prevention activities in the State of Louisiana is conceptualized at three levels 
based on the presence or absence of symptoms and risk factors: 

¶ Universal prevention - refers to health promotions and disease prevention activities dispersed to 
the general population with no attempts made to differentiate those at greater risk; 
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¶ Selective interventions - targets groups of individuals believed to be at greater risk of developing 
a problem due to the presence of risk factors which have been identified as precursors to 
substance use disorders; 

¶ Indicated interventions - focuses exclusively on those individuals already displaying mild 
symptoms indicative of a problem that is not yet severe enough to be classified as a full-blown 
disorder (i.e., sub-clinical). 

Although it is important to recognize that not all use is necessarily problematic, for some, experimental 
use will inevitably escalate to regular or heavy use.  In fact, a study of Louisiana youth focusing on problem 
substance use found that approximately 13.5% of adolescents (57,503) may need some form of 
intervention to address high frequency or risky alcohol or drug use (Farrelly et al., 1998).  In the 2018 CCYS 
survey, 2.2% of 8th graders, 7.2% of 10th graders, and 9.3% of 12th graders in Louisiana were found to be 
in need of alcohol and/or drug treatment.  Both prevention and treatment are necessary tools within the 
full range of service provision for attacking substance use problems.    

Primary prevention plans to address gaps and needs by providing the following to providers, sub-

recipients, and/or coalitions: 

¶ Staff development training for providers regarding data analysis (particularly using data to drive 

programs), increasing community partnering/coalition-building and sustainability strategies, 

fundraising, identifying and applying for grant funding, understanding grant administration, 

working with boards, developing policy, acquiring or maintaining certifications and/or licensures, 

and addressing other issues common among agencies; and 

¶ Dissemination of a variety of evidence-based prevention programs/environmental prevention 

strategies. 

 

Quality and Data Collection Readiness 
The Office of Behavioral Health (OBH) continues to make great strides in upgrading information 

technology and data systems to address the growing and changing business intelligence needs of the 

agency as the behavioral health service delivery system adjusts to significant transformations.  

The OBH Business Intelligence (BI) Section, including the OBH Analytics team, is responsible for 

information management and data standards development, decision support and performance 

improvement initiatives, and computer/network technical support and assistance. The BI Section strives 

to transform data into actionable information for purposes of behavioral health service planning, quality 

improvement, and performance accountability. Information, training, and technical assistance is regularly 

provided to LGEs, clinics, facilities, the state office, and private provider staff/personnel on how to access 

and utilize program data.  

Louisiana has improved statewide client-level data collection from the LGEs and their contracted 

providers. Currently, all ten LGEs are providing client-level data through their contracted Electronic Health 

Record (EHR) vendors. The OBH Analytics team generates two Pre-Integration Data Validation Report each 

month for each LGE (20 reports per month), analyzing the bi-monthly client-level data files submitted by 

the LGEs.  These reports, which are regularly shared with the LGEs, list the gaps and barriers in the client-

level data files. Barriers to data collection and reporting include, but are not limited to, access to data 
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collection systems, costs to providers, training individuals on data collection methods, needed EHR 

modifications and data collection modifications per the Client-level Data Manual (CLDM), and time 

required to implement those changes. The OBH Analytics team conducts data calls with the LGEs and their 

EHR vendors to provide technical assistance for improving data quality. 

The OBH Analytics team regularly uploads MH and SUD client-level admission and discharge records as 

Substance Abuse-Treatment Episode Data Set (SA-TEDS) and Mental Health (MH) TEDS.  Other recurring 

federal (SAMHSA) reports include annual Substance Abuse Block Grant (SABG) and Mental Health Block 

Grant (MHBG) report, MH Universal Reporting System (URS) tables, and bi-annual Combined SABG/MHBG 

Behavioral Health Assessment and Plan.  

Electronic Health Record Systems for Collection of Statewide MH and SUD Data 
As of December 1, 2015, Clinical Advisor (CA), the proprietary Electronic Heath Record (EHR) used by the 

contracted SMO which formerly managed specialized behavioral health services, was decommissioned 

and replaced by LGE-contracted EHR vendors. LGE contracted providers are encouraged to explore 

options for submitting their clinical data (MH and/or SUD) through the EHRs procured by their LGE. At this 

time, all the LGEs have contracted with EHR vendors (i.e. ICANotes, CareLogic-Qualifacts, Success EHS, E-

Clinical Works, and Remarkable Health).  

In addition to EHRs, OBH has continued to maintain the legacy system called the Louisiana Addictive 

Disorders Data System (LADDS) for SUD/addictive disorders providers not currently using an LGE EHR. MH 

Client-level data from the state-funded inpatient psychiatric hospitals are also collected through Patient 

Information Portal (PIP). 

OBH Data Warehouse/Business Intelligence System 
Client-level data collected through EHRs, LADDS, and PIP systems from LGE operated/contracted 

community mental health and substance use disorder service providers, and state-run inpatient 

psychiatric hospitals, are stored in a standardized format (.csv files) into one integrated database/data 

system. OBH maintains this comprehensive data warehouse/business intelligence system to provide 

access to and use of integrated statewide data and performance measures to managers and staff. The 

data warehouse is the main source of data for the MH and SUD-TEDS submission, Uniform Reporting 

System (URS), federal Block Grant, National Outcomes Measures (NOMS) and other statewide reporting.  

Louisiana state office and hospital employees also have access to performance reports via a web-based 

interface called Decision-Support (DS) Online, which provides a suite of tools for statewide reports and 

downloads for analysis and reporting. This resource significantly enhances local planning, monitoring, and 

evaluation. DS Online provides access to performance scorecards and reports of consumer satisfaction 

surveys conducted at state-run inpatient psychiatric hospitals.  

OBH Analytics has also rolled out a new website called LGE Corner/OBH Analytics Library 

(http://ldh.la.gov/index.cfm/page/2605) to provide a repository for the most up-to-date documentation 

on state and block grant federal reporting requƛǊŜƳŜƴǘǎΦ ¢Ƙƛǎ ǎƛǘŜ ƛǎ ŜȄǇŜŎǘŜŘ ǘƻ ǇǊƻǾƛŘŜ ŀ άƻƴŜ-ǎǘƻǇέ 

resource for LGEs and OBH staff seeking information on data policies, manuals, and reporting. 

http://ldh.la.gov/index.cfm/page/2605
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Prevention Management Information System 
¢ƘŜ ǎǘŀǘŜ ŎƻƭƭŜŎǘǎ ǇǊƻŎŜǎǎ Řŀǘŀ ǘƘǊƻǳƎƘ h.IΩǎ ƻƴƭƛƴŜ tǊŜǾŜƴǘƛƻƴ aanagement Information System (PMIS). 

PMIS is the primary reporting system for the SAPT Block Grant for prevention services. Prevention staff 

and contract providers input information about direct and indirect individual and population-based 

services into PMIS. PMIS is available to all on a daily basis and real-time rollup reports are compiled for 

the state, regional, and provider level. These reports allow OBH Central Office staff to support the field by 

ŀǎǎŜǎǎƛƴƎ ǘƘŜ ǎǘŀǘŜΩǎ ŎǳǊǊŜƴǘ ŎŀǇŀŎƛǘȅ ŀƴŘ ŘŜǘŜǊƳƛƴƛƴƎ whether performance targets have been achieved. 

This provides a mechanism for staff to develop, intervene and implement corrective action in a timely 

manner. 

Specific data elements collected by PMIS include demographic data (e.g. age, race, and ethnicity) and 

program deliverables (e.g., target population and number served), as well as services provided within the 

six Center for Substance Abuse Prevention (CSAP) prevention strategies. A PMIS Process Evaluation Report 

is generated each quarter by OBH central office detailing services and deliverables information for each 

region, provider, and program. This report is followed by a quarterly site visit by a state office Prevention 

staff member to provide technical assistance during the service delivery period. Resources are monitored 

and reallocated during the year as needed. 

Data Definitions and Methodology 
Serious Mental Illness (SMI) and Serious Emotional Disturbance (SED) Definitions: OBH SMI and SED 

population definitions follow the national definitions. However, Louisiana uses the designation SMI for 

what is commonly referred to as SPMI (Serious Persistent Mental Illness). According to SAMHSA 

(https://www.samhsa.gov/find-help/disorders), SMI and SED are defined as following: 

¶ Serious mental illness is defined by someone over 18 having (within the past year) a diagnosable 

mental, behavior, or emotional disorder that causes serious functional impairment that 

substantially interferes with or limits one or more major life activities. 

¶ ƻǊ ǇŜƻǇƭŜ ǳƴŘŜǊ ǘƘŜ ŀƎŜ ƻŦ муΣ ǘƘŜ ǘŜǊƳ ά{ŜǊƛƻǳǎ 9Ƴƻǘƛƻƴŀƭ 5ƛǎǘǳǊōŀƴŎŜέ ǊŜŦŜǊǎ ǘƻ ŀ ŘƛŀƎƴƻǎŀōƭŜ 

mental, behavioral, or emotional disorder in the past year, which resulted in functional 

impairment that substantially interferes ǿƛǘƘ ƻǊ ƭƛƳƛǘǎ ǘƘŜ ŎƘƛƭŘΩǎ ǊƻƭŜ ƻǊ ŦǳƴŎǘƛƻƴƛƴƎ ƛƴ ŦŀƳƛƭȅΣ 

school, or community activities. 

Estimation Methodology:  

¶ Mental Health ς h.I ǳǎŜǎ ǇǊŜǾŀƭŜƴŎŜ ǊŀǘŜǎ ŦƻǊ {aL όрΦп҈ύ ŀƴŘ {95 όт҈ύ ŦǊƻƳ {!aI{!Ωǎ ¦ƴƛŦƻǊƳ 

Reporting System (URS) Table 1: Number of adults with serious mental illness, age 18 and older, 

and number of children with serious emotional disturbances, age 9 to 17, by state, 2017 

(https://wwwdasis.samhsa.gov/dasis2/urs/adult_smi_child_sed_prev_2017.pdf). Each 

prevalence rate was applied to 2017 Louisiana population to estimate the prevalence of targeted 

persons to be served. 

¶ Substance Use Disorders ς According to SAMHSA National Survey on Drug Use and Health 

(NSDUH) data in 2017 (https://www.samhsa.gov/data/sites/default/files/cbhsq-

reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B), the need for 

substance use treatment in the past year among people aged 12 or older is 7.6%. This national 

percentage was applied to the 2017 Louisiana population to estimate the number of Louisiana 

https://www.samhsa.gov/find-help/disorders
https://wwwdasis.samhsa.gov/dasis2/urs/adult_smi_child_sed_prev_2017.pdf
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B
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citizens needing treatment. NSDUH also reports that 12.2% received specialty substance use 

treatment in the past year among people aged 12 or older who needed substance use treatment 

in the Past Year. This percentage was applied to the number of Louisiana citizens needing 

treatment, providing the estimated number of Louisiana citizens seeking treatment.  

Admissions: Number of clients entering treatment during the time period.  

Discharges: Number of clients that have completed treatment during the time period.  

Persons Receiving Services: The number of clients who received at least one treatment service during the 

time period.  

Unduplicated: Counts individual clients only once even if they appear multiple times during the time 

period.  

Duplicated: Duplicated counts episodes of care, where clients are counted multiple times if they appear 

in the same time period multiple times. Note: The duplicated number must always equal or be larger than 

the unduplicated number.  

Target Populations 

Mental Health Clients: Adult  

An adult who has a serious and persistent mental illness (SPMI) meets the following criteria for Age, 

Diagnosis, Disability, and Duration. 

Age: 18 years of age or older. 

Diagnosis: Severe non-organic mental illnesses including, but not limited to schizophrenia, schizo-affective 

disorders, mood disorders, and severe personality disorders, that substantially interfere with a person's 

ability to carry out such primary aspects of daily living as self-care, household management, interpersonal 

relationships and work or school. 

Disability: Impaired role functioning, caused by mental illness, as indicated by at least two of the following 

functional areas: 

1) Unemployed, has markedly limited skills and a poor work history, or if retired, is unable to engage 

in normal activities to manage income.  

2) Employed in a sheltered setting. 

3) Requires public financial assistance for out-of-hospital maintenance (i.e. SSI) and/or is unable to 

procure such without help; does not apply to regular retirement benefits. 

4) Unable to procure appropriate public support services without assistance. 

5) Severely lacks social support systems in the natural environment (i.e. no close friends or group 

affiliations, lives alone, or is highly transient). 

6) Requires assistance in basic life skills (e.g. must be reminded to take medicine, must have 

transportation arranged for him/her, needs assistance in household management tasks). 

7) Exhibits social behavior which results in demand for intervention by the mental health and/or 

judicial/legal system. 

Duration: Must meet at least one of the following indicators of duration: 

1) Psychiatric hospitalizations of at least six months in the last five years (cumulative total). 
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2) Two or more hospitalizations for mental disorders in the last 12 month period. 

3) A single episode of continuous structural supportive residential care other than hospitalization 

for a duration of at least six months. 

4) A previous psychiatric evaluation or psychiatric documentation of treatment indicating a history 

of severe psychiatric disability of at least six months duration. 

 

Mental Health Clients: Child/Youth 

A child or youth who has a serious emotional/behavioral disorder (SED) meets the following criteria for 

Age, Diagnosis, Disability, and Duration. 

Age: Under age 18 

Diagnosis: Must meet one of the following: 

1) Exhibit seriously impaired contact with reality and severely impaired social, academic, and self-

care functioning; thinking is frequently confused; behavior may be grossly inappropriate and 

bizarre; emotional reactions are frequently inappropriate to the situation; or,  

2) Manifest long-term patterns of inappropriate behaviors, which may include, but are not limited 

to, aggressiveness, anti-social acts, refusal to accept adult requests or rules, suicidal behavior, 

developmentally inappropriate inattention, hyperactivity, or impulsiveness; or 

3) Experience serious discomfort from anxiety, depression, or irrational fears and concerns 

symptoms may include but are not limited to serious eating and/or sleeping disturbances, 

extreme sadness, suicidal ideation, persistent refusal to attend school or excessive avoidance of 

unfamiliar people, maladaptive dependence on parents, or non-organic failure to thrive; or 

4) Have a DSM-IV (or successor) diagnosis indicating a severe mental disorder, such as, but not 

limited to psychosis, schizophrenia, major affective disorders, reactive attachment disorder of 

infancy or early childhood (non-organic failure to thrive), or severe conduct disorder; does not 

include children/youth who are socially maladjusted unless it is determined that they also meet 

the criteria for emotional/behavior disorder. 

Disability: There is evidence of severe, disruptive and/or incapacitating functional limitations of behavior 

characterized by at least two of the following: 

1) Inability to routinely exhibit appropriate behavior under normal circumstances 

2) Tendency to develop physical symptoms or fears associated with personal or school problems 

3) Inability to learn or work that cannot be explained by intellectual, sensory, or health factors 

4) Inability to build or maintain satisfactory interpersonal relationships with peers and adults 

5) A general pervasive mood of unhappiness or depression 

6) Conduct characterized by lack of behavioral control or adherence to social norms which is 

secondary to an emotional disorder. If all other criteria are met, then children determined to be 

"conduct disordered" are eligible. 

Duration: Must meet at least one of the following: 

1) The impairment or pattern of inappropriate behavior(s) has persisted for at least one year 

2) Substantial risk that the impairment or pattern or inappropriate behavior(s) will persist for an 

extended period 

3) Pattern of inappropriate behaviors that are severe and of short duration 
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Substance-Related and Addictive Disorder Clients: Adult and Adolescent 

An adult or adolescent (age 12-17) who has a substance use disorder, including those populations 

identified as priority or targeted within the SAPT Block Grant provisions:  

ω Pregnant women who use drugs by injection;  

ω Pregnant women who use substances;  

ω Other persons who use drugs by injection;  

ω Substance using women with dependent children and their families, including females who are 

attempting to regain custody of their children; and  

ω Persons with or at risk of contracting communicable diseases; including 

o Individuals with tuberculosis 

o Persons with or at risk for HIV/AIDS and who are in treatment for a substance use disorder  

Step 3. Prioritize state planning activities  

Based on the information in Steps 1 and 2, the Office of Behavioral Health has identified the following 

priorities for the FY 20-21 Combined Behavioral Health Block Grant Plan:  

1. Access to behavioral health services 

2. Substance Use Disorder system enhancements 

3. Pursuing a culture of wellness and prevention for Louisiana citizens 

Strategies and performance indicators for each priority are outlined in the following planning tables. 
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Planning Tables  

Plan Table 1: Priority Area and Annual Performance Indicators 
States are required to complete a separate table for each state priority area to be included in the MHBG 

and SABG. Please include the following information:  

1. Priority area (based on an unmet service need or critical gap).  

2. Priority type (SAP ς substance abuse prevention, SAT ς substance abuse treatment, or MHS -- 

mental health service) 

3. Targeted/required populations ς indicate the population from the following: 

a) SMIςAdults with SMI 

b) SEDςChildren with an SED 

c) ESMIτIndividuals with ESMI including psychosis 

d) PWWDCςPregnant women and women with dependent children 

e) PPτPersons in need of primary substance use disorder prevention 

f) PWIDτPersons who inject drugs, formerly known as intravenous drug users (IVDUs) 

g) EIS/HIVςPersons with or at risk of HIV/AIDS, who are receiving SUD treatment services 

h) TBςPersons with or at risk of tuberculosis who are receiving SUD treatment services 

i) Other: Specify 

4. Goal of the priority area. Goal is a broad statement of general intention. Therefore, provide a 

general description of what the state hopes to accomplish. 

5. Objective: Objective should be a concrete, precise, and measurable statement. 

6. Strategies to attain the objective. Indicate state program strategies or means to reach the stated 

goal.  

7. Annual Performance Indicators to measure success on a yearly basis. Each indicator must reflect 

progress on a measure that is impacted by the block grant. For each performance indicator, 

specify the following components:  

a) Baseline measurement from where the state assesses progress; 

b) First-year target/outcome measurement (Progress to the end of SFY 2020; 

c) Second-year target/outcome measurement (Final to the end of SFY 2021; 

d) Data source;  

e) Description of data; and  

f) Data issues/caveats that affect outcome measures. 

 

Priority Area 1 Access to Behavioral Health Services 
 

Priority Type SAT, SAP, MHS 

Population(s) SMI, SED, ESMI, PWWDC, PP, PWID, EIS/HIV, TB 
 

Goal of the 
Priority Area 

Lead efforts to increase access to behavioral health services by promoting early 
identification of behavioral health concerns, especially through leveraging 
integration to help physicians and behavioral health specialists collaborate to 
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identify and treat behavioral health concerns (inclusive of trauma exposure) at the 
earliest opportunity. 

Objective Increase access to behavioral health services 

Strategies to 
attain the 
objective 

1. Increase access to high-quality evidence-based behavioral therapies for young 
children 

2. Integrate Peer Support throughout the system of care 
3. Develop plan to expand and enhance Peer Support Services, to include the 

addition of Peer Support Services as a Medicaid Reimbursable Service 
4. Retain and increase the behavioral health workforce  

  

Indicator #1 Access to high-quality evidence-based behavioral therapies for young children 

Baseline 
Measurement 

Number of therapists serving Medicaid youth who are trained and certified in each 
OBH/Medicaid-recognized EBP model in SFY 19 

First Year 
Target/Outcome 
Measurement 

Maintain or increase number of therapists serving Medicaid youth who are trained 
and certified in each OBH/Medicaid-recognized EBP model for SFY 20 
 

Second Year 
Target/Outcome 
Measurement 

Maintain or increase number of therapists serving Medicaid youth who are trained 
and certified in each OBH/Medicaid-recognized EBP model in SFY 21  
 

Data Source Provider data: Center for Evidence to Practice reporting.   
 

Description of 
Data 

During FY18 and 19, OBH collaborated with MCOs to coordinate MCO-sponsored 
trainings for Medicaid enrolled therapists in 3 different evidence-based models of 
therapy for preschool-age children: Child Parent Psychotherapy, Parent-Child 
Interaction Therapy, and Youth PTSD Treatment. 
Center for Evidence to Practice (OBH/Medicaid funding, housed at LSU) is now in 
place to further coordinate and sponsor trainings for providers in EBPs. 
We will report the number of therapists serving Medicaid youth who are trained 
and certified in each OBH/Medicaid-recognized EBP model. 

Data 
Issues/Caveats  

Members served data: Service Definitions for new EBPs (including credentialing 
and billing guidance) just published Summer 2019; for this reason EBP tracking 
codes are not yet being consistently used, and so SFY 19 may not be trackable, and 
SFY 20 data may be limited at first. 
.   

  

Indicator #2 Access to Qualified Peer Support Specialists 

Baseline 
Measurement 

As of SFY 19, 584 peers have been trained.   
 

First Year 
Target/Outcome 
Measurement 

Maintain or increase the total number of peers trained and certified for SFY 20 
 

Second Year 
Target/Outcome 
Measurement 

Maintain or increase the total number of peers trained and certified for SFY 21   

Data Source Training Records and Annual Certification Records 
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Description of 
Data 

Number of Peers successfully completing training and maintaining their Peer 
Certification. 
 

Data 
Issues/Caveats  

 

  

Indicator #3 Behavioral Health Workforce Development 
 

Baseline 
Measurement 

Number of behavioral health professional development opportunities held in SFY 
19 

First Year 
Target/Outcome 
Measurement 

Maintain or increase the number of behavioral health professional development 
opportunities held in SFY 20 

Second Year 
Target/Outcome 
Measurement 

Maintain or increase the number of behavioral health professional development 
opportunities held in SFY 21 

Data Source Centralized document containing Behavioral health professional development 
opportunities available through sponsored, funded or hosted opportunities by 
LDH, inclusive of LDH contractors such as the Medicaid Managed Care entities   
  

Description of 
Data 

Professional development opportunities used to educate and instruct the 
behavioral health workforce to assist them in acquiring, developing and enhancing 
their knowledge and skill on topics relevant to the behavioral health profession. 
Behavioral health professional development opportunities include but are not 
limited to provider trainings, continuing education, seminars, workshops and 
conferences.  The number of behavioral health professional development trainings 
will be tracked.  

Data 
Issues/Caveats  

The number of behavioral health professional development opportunities include 
peer support, suicide prevention and SUD training counts that may also be 
reflected in other indicators throughout the priority table. Therefore, there may be 
duplication in these counts. 
 

 

Priority Area 2 Substance Use Disorder System Enhancements 
 

Priority Type SAT, SAP 

Population(s) PWWDC, PWID, EIS/HIV, TB 
 

Goal of the 
Priority Area 

Increase access to quality SUD services  

Objective To improve quality and expand access to SUD care 

Strategies to 
attain the 
objective 

Enhance Medication Assisted Treatment (MAT) services, treatment capacity for 
pregnant women, increased use of early Screening, Brief Interventions and Referral 
to Treatment (SBIRT) including pregnant women, and development of residential 
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treatment programs for pregnant women and children at risk of Neonatal 
Abstinence Syndrome (NAS) 

  

Indicator #1 Medication Assisted Treatment (MAT) for Opioid Use Disorder (OUD) 

Baseline 
Measurement 

The number of individuals with OUD receiving MAT in SFY 19 

First Year 
Target/Outcome 
Measurement 

Maintain or increase the number of individuals with OUD receiving MAT in SFY 20 

Second Year 
Target/Outcome 
Measurement 

Maintain or increase the number of individuals with OUD receiving MAT in SFY 21  

Data Source Statewide Opioid Treatment Provider (OTP) clinics and Medicaid Claims 

Description of 
Data 

The number of individuals with OUD receiving MAT 

Data 
Issues/Caveats  

The count of Methadone recipients will be extracted from statewide Methadone 
clinic/Opioid Treatment Program (OTP) census. Count of Non-Methadone MAT 
recipients will be obtained from Medicaid. 

  

Indicator #2 Workforce Development 

Baseline 
Measurement 

Number of ECHO/ EBP trainings for SFY 19 

First Year 
Target/Outcome 
Measurement 

Maintain or increase the number of ECHO/ EBP trainings for SFY 20 

Second Year 
Target/Outcome 
Measurement 

Maintain or increase the number of ECHO/ EBP trainings for SFY 21 

Data Source Tulane University, LASOR Grant and other Opioid Trainings 

Description of 
Data 

The Office of Behavioral Health partners with the Department of Psychiatry and 
Behavioral Sciences in the Tulane University School of Medicine to implement the 
Project ECHO Model (Extension for Community Health Outcomes).The ECHO Model 
is a movement whose mission is to develop the capacity to de-monopolize 
knowledge and amplify the capacity to provide best practice care of underserved 
people all over the world. The number of physicians/clinicians participating in 
ECHO/EBP will be tracked through OBH and Tulane University. 

Data 
Issues/Caveats 

Funding for these trainings include MATPDOA, STR, and LaSOR, which are 
dependent on federal allocations. 

  

Indicator #3 DATA Waivered Prescribers  

Baseline 
Measurement 

Number of DATA waivered prescribers for SFY 19 

First Year 
Target/Outcome 
Measurement 

Maintain or increase the number of DATA waivered prescribers SFY 20 
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Second Year 
Target/Outcome 
Measurement 

Maintain or increase the number of DATA waivered prescribers SFY 21 

Data Source LASOR Grant and Buprenorphine Physician Locator 

Description of 
Data 

Number of physicians, APRN, PA that became a certified data waivered prescribers. 

Data 
Issues/Caveats 

LaSOR will capture the number of OBOTs registered under LaSOR as a mechanism 
for tracking.  In addition, use of the buprenorphine locator will be used, which may 
duplicate the numbers from LaSOR grant.   

 

Priority Area 3 Pursuing a culture of prevention and wellness for Louisiana citizens 
 

Priority Type SAT, SAP, MHS 

Population(s) SMI, SED, ESMI, PWWDC, PWID, EIS/HIV, TB 
 

Goal of the 
Priority Area 

Ensure that effective and efficient prevention services are provided statewide to 
promote overall wellness and to delay the initiation and progression of behavioral 
health disorders by increasing knowledge, awareness, and healthy behaviors 

Objective OBH will continue to provide evidence-based prevention programs in school based 
settings and suicide prevention awareness trainings. 

Strategies to 
attain the 
objective 

1. Implement evidence-based prevention programs in school-based settings 
through a partnership with the Department of Education  

2. Continue to provide Suicide Prevention education and awareness activities 

  

Indicator #1 Primary Prevention Evidence Based Practices 

Baseline 
Measurement 

Number of individuals receiving EBPs for Primary Prevention in SFY 19 

First Year 
Target/Outcome 
Measurement 

Maintain or increase the number of individuals receiving EBPs for Primary 
Prevention in SFY 20 

Second Year 
Target/Outcome 
Measurement 

Maintain or increase the number of individuals receiving EBPs for Primary 
Prevention in SFY 21 

Data Source Prevention Management Information System (PMIS) 

Description of 
Data 

The numbers are reflective of our school based curriculums.  The numbers 
reported are non-duplicated and represent the total number of students who have 
been enrolled in an evidence-based prevention program funded by the SAPT Block 
Grant.  

Data 
Issues/Caveats  

N/a 

  

Indicator #2 Suicide Prevention and Awareness Trainings 

Baseline 
Measurement 

Number of suicide prevention and awareness trainings in SFY 19 
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First Year 
Target/Outcome 
Measurement 

Maintain or increase the number of suicide prevention and awareness trainings in 
SFY 20 

Second Year 
Target/Outcome 
Measurement 

Maintain or increase the number of suicide prevention and awareness trainings in 
SFY 21 

Data Source Suicide Prevention and Awareness Training Tracking Form  

Description of 
Data 

Number of suicide prevention and awareness trainings 

Data 
Issues/Caveats  

It is a voluntary reporting system for all non-OBH employees. 

  
*Suicide prevention and awareness trainings are funded by MHBG dollars. 
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Plan Table 2. State Agency Planned Expenditures (SFY 2020-2021) 
State Agency Planned Expenditures 

Source of Funds 

Activity A. SABG B. MHBG 
C. Medicaid 

(Federal, State, and 
Local) 

D. Other Federal Funds 
(e.g., ACF (TANF), CDC, 

CMS (Medicare) 
SAMHSA, etc.) 

E. State Funds 
F. Local Funds 

(excluding local 
Medicaid) 

G. Other 

1. Substance Abuse Prevention* and 
Treatment $ 35,032,790  $1,000,284  $93,464,930  $15,397,940 

a. Pregnant Women and Women with 
Dependent Children**  $ 7,603,972    $93,464,930  $5.507,024 

b. All Other $ 27,428,818  $1,000,284 $50,916,006   $9,890,916 

2. Primary Prevention    $4,620,000    

a. Substance Abuse Primary Prevention $ 11,750,004       

b. Mental Health Primary        

3. Evidence-Based Practices for Early 
Serious Mental Illness (10 percent of total 
award MHBG)  $1,956,082      

4. Tuberculosis Services        

5. Early Intervention Services for HIV $ 2,502,342       

6. State Hospital   $176,595,986 $1,785,704 $185,685,548  $1,317,830 

7. Other 24 Hour Care        

8. Ambulatory/Community Non-24 Hour 
Care  $17,604,740 $3,412,908 $1,466,294 $193,605,714   

9. Administration (Excluding Program and 
Provider Level) $ 763,888       

10. SubTotal (1,2,4,5,9) $ 50,055,566  $1,000,284 $55,536,006 $93,464,930  $15,397,940 

11. SubTotal (3,6,7,8)  $19,560,822 $180,008,894 $3,251,998 $379,301,262  $1,317,830 

12. Total $ 50,055,566 $ 19,560,822 $ 181,009,178 $ 58,788,004 $ 472,766,192  $ 16,715,770 
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Plan Table 3. SABG Persons in need/receipt of SUD Treatment 

 Aggregate Number 
Estimated in Need 

Aggregate Number in 
Treatment 

Pregnant Women 20,000 193 

Women with Dependent Children 67,000 1,757 

Individuals with a co-occurring 
M/SUD 

142,000 9,704 

Persons who inject drugs 51,000 2,207 

Persons experiencing homelessness 444 1,193 

¶ Aggregate Number Estimated in Need: NSDUH Data. Different from methodology used in Step 2 Needs Assessment. 

¶ Homelessness: Estimated Persons Experiencing Homelessness: https://www.hudexchange.info/programs/coc/coc-

homeless-populations-and-subpopulations-reports/ 

¶ All other measures: National Survey on Drug Use and Health: 2-Year RDAS (2016 to 2017) (https://rdas.samhsa.gov/#/) 

¶ Aggregate Number Estimated in Treatment: All Measures from Louisiana OBH Data Warehouse for FY 2018 

 

Plan Table 4. SABG Planned Expenditures 

Expenditure Category 
FFY 2020 SA Block Grant 
Award 

FFY 2021 SA Block Grant 
Award 

1. Substance Abuse Prevention and Treatment $ 17,519,448 $  

2. Primary Substance Abuse Prevention* $ 5,875,002 $  

3. Early Intervention Services for HIV3 $ 1,251,389 $  

4. Tuberculosis Services $ $ 

5. Administration (SSA level only) $ 381,944 $  

6. Total $ 25,027,783 $  

*Amount of primary prevention funds planned for primary prevention programs (this amount matches the total reported in Table 
5a and Table 5b) is $5,134,558. 
Amount of primary prevention funds in Table 4, line 2 that are planned for prevention SA resource development and non-direct 
services (this amount does not include funds reported in Table 5a or Table 5b) is $740,444. 

                                                            
3 For the purpose of determining the states and jurisdictions that are considered άdesignated statesέ as described in section 

1924(b)(2) of Title XIX, Part B, Subpart II of the Public Health Service Act (42 U.S.C. § 300x-24(b)(2)) and section 45 CFR § 96.128(b) 
of the Substance Abuse Prevention and Treatment Block Grant; Interim Final Rule (45 CFR 96.120- 137), SAMHSA relies on the 
HIV Surveillance Report produced by the Centers for Disease Control and Prevention (CDC,), National Center for HIV/AIDS, Viral 
Hepatitis, STD and TB Prevention. The most recent HIV Surveillance Report will be published on or before October 1 of the federal 
fiscal year for which a state is applying for a grant is used to determine the states and jurisdictions that will be required to set-
aside 5 percent of their respective SABG allotments to establish one or more projects to provide early intervention services for 
regarding the human immunodeficiency virus (EIS/HIV) at the sites at which individuals are receiving SUD treatment services. In 
FY 2012, SAMHSA developed and disseminated a policy change applicable to the EIS/HIV which provided any state that was a 
άdesignated staǘŜέ in any of the three years prior to the year for which a state is applying for SABG funds with the flexibility to 
obligate and expend SABG funds for EIS/HIV even though the state a stateΩǎ AIDS case rate does not meet the AIDS case rate 
threshold for the fiscal year involved for which a state is applying for SABG funds. Therefore, any state with an AIDS case rate 
below 10 or more such cases per 100,000 that meets the criteria described in the 2012 policy guidance will be allowed to obligate 
and expend SABG funds for EIS/HIV if they chose to do so. 

https://www.hudexchange.info/programs/coc/coc-homeless-populations-and-subpopulations-reports/
https://www.hudexchange.info/programs/coc/coc-homeless-populations-and-subpopulations-reports/
https://rdas.samhsa.gov/#/
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Plan Table 5a. Primary Prevention Planned Expenditures 
¢ƘŜ ǎǘŀǘŜΩǎ ǇǊƛƳŀǊȅ ǇǊŜǾŜƴǘƛƻƴ ǇǊƻƎǊam must include, but is not limited to, the six primary prevention 

strategies defined below. On Table 5a below, Louisiana lists the FFY 2020 and FFY 2021 SABG planned 

expenditures for each of the six primary prevention strategies plus Synar. Expenditures within each of the 

six strategies should be directly associated with the cost of completing the activity or task; for example, 

information dissemination should include the cost of developing pamphlets, the time of participating staff 

or the cost of public service announcements, etc. If the state plans to use strategies not covered by these 

six categories, they will be reported ǳƴŘŜǊ άhǘƘŜǊέ ƛƴ ¢ŀōƭŜ рŀΦ 

In most cases, the total amounts should equal the amount reported on plan Table 4, row 2, Primary 

Prevention. The one exception is if the state chooses to use a portion of the primary prevention set-aside 

to fund Non-Direct Services/System Development activities. Planned expenditures for Non-Direct 

Services/System Development activities should not be included in Table 5a. 

If the state chooses to report activities utilizing the Institute of Medicine (IOM) Model of Universal, 

Selective, and Indicated; complete Form 5b. If Form 5b is completed, the state must also complete Section 

1926 ςTobacco on Form 5a. 

Information Disseminationς This strategy provides knowledge and increases awareness of the nature and 

extent of alcohol and other drug use, abuse, and addiction, as well as their effects on individuals, families, 

and communities. It also provides knowledge and increases awareness of available prevention and 

treatment programs and services. It is characterized by one-way communication from the source to the 

audience, with limited contact between the two. 

Education - This strategy builds skills through structured learning processes. Critical life and social skills 

include decision making, peer resistance, coping with stress, problem solving, interpersonal 

communication, and systematic and judgmental abilities. There is more interaction between facilitators 

and participants than in the information strategy. 

Alternatives - This strategy provides participation in activities that exclude alcohol and other drugs. The 

purpose is to meet the needs filled by alcohol and other drugs with healthy activities and to discourage 

the use of alcohol and drugs through these activities. 

Problem Identification and Referral - This strategy aims at identification of those who have indulged in 

illegal/age-inappropriate use of tobacco or alcohol and those individuals who have indulged in the first 

use of illicit drugs in order to assess if their behavior can be reversed through education. It should be 

noted, however, that this strategy does not include any activity designed to determine if a person is in 

need of treatment. 

Community-based Process - This strategy provides ongoing networking activities and technical assistance 

to community groups or agencies. It encompasses neighborhood-based, grassroots empowerment 

models using action planning and collaborative systems planning. 

Environmental - This strategy establishes or changes written and unwritten community standards, codes, 

and attitudes; thereby, influencing alcohol and other drug use by the general population. 

Other - The six primary prevention strategies have been designed to encompass nearly all of the 

prevention activities. However, in the unusual case an activity does not fit one of the six strategies, it may 

ōŜ ŎƭŀǎǎƛŦƛŜŘ ƛƴ ǘƘŜ άhǘƘŜǊέ ŎŀǘŜƎƻǊȅΦ 
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Section 1926 ς Tobacco - Costs Associated with the Synar Program. Per January 19, 1996, 45 CFR Part 96 

Tobacco Regulation for Substance Abuse Prevention and Treatment Block Grants; Final Rule (45 CFR § 

96.130), states may not use the Block Grant to fund the enforcement of their statute, except that they 

may expend funds from their primary prevention set aside of their Block Grant allotment under 45 CFR § 

96.124(b)(1) for carrying out the administrative aspects of the requirements such as the development of 

the sample design and the conducting of the inspections. 

In addition, prevention strategies may be classified using the IOM Model of Universal, Selective, and 

Indicated, which classifies preventive interventions by the population targeted. Definitions for these 

categories appear below: 

Universal: Activities targeted to the public or a whole population group that has not been identified based 

on individual risk. 

Selective: Activities targeted to individuals or a subgroup of the population whose risk of developing a 

disorder is significantly higher than average. 

Indicated: Activities targeted to individuals in high-risk environments, identified as having minimal but 

detectable signs or symptoms foreshadowing disorder or having biological markers indicating 

predisposition for disorder but not meeting diagnostic levels (Adapted from The Institute of Medicine). 

States that are able to report on both the strategy type and the population served (universal, selective, 
or indicated) should do so. If planned expenditure information is only available by strategy type, then 
the state should report planned expenditures in the row titled Unspecified (for example, Information 
Dissemination, Unspecified). 

Strategy IOM Target FFY 2020 SA 
Block Grant 
Award 

FFY 2021 SA 
Block Grant 
Award 

1. Information Dissemination Universal $225,110 $ 

 Selective $8,102 $ 

 Indicated $ $ 

 Unspecified   

2. Education Universal $3,412,699 $ 

 Selective $127,059 $ 

 Indicated $16,500 $ 

 Unspecified   

3. Alternatives Universal $45,043 $ 

 Selective $ $ 

 Indicated $ $ 

 Unspecified   

4. Problem Identification and Referral Universal $102,125 $ 

 Selective $127,702 $ 

 Indicated $ $ 

 Unspecified   

5. Community-Based Processes Universal $490,713 $ 

 Selective $9,090 $ 

 Indicated $ $ 

 Unspecified   
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6. Environmental Universal $250,220 $ 

 Selective $7,114 $ 

 Indicated $ $ 

 Unspecified   

7. Section 1926-Tobacco Universal $310,081 $ 

 Selective $ $ 

 Indicated $ $ 

 Unspecified $ $ 

     8. Other Universal $ $ 

 Selected $ $ 

 Indicated $ $ 

 Unspecified $ $ 

9. Total Prevention 
Expenditures 

 $ 5,134,558 $ 

     Total SABG Award  $ 25,027,783 $ 

Planned Primary Prevention 
Percentage* 

 20.52% 0.00% 
*Does not reflect Non-Direct Services/System Development activities- The Primary Prevention planned expenditures amount on 
Table 5a does not match the Table 4 amount because the state uses a portion of the primary prevention set-aside to fund Non-
Direct Services/System Development activities. Therefore, planned expenditures for Non-Direct Services/Systems Development 
activities are not included on Table 5a figures. 
 

Plan Table 5b. SABG Primary Prevention Planned Expenditures by IOM Category 
States that plan their primary prevention expenditures using the Institute of Medicine (IOM) model of 

universal, selective, and indicated should use Table 5b to list their FY 2020 SABG award planned 

expenditures in each of these categories.  Note that if form 5b is completed instead of Form 5a, the state 

must also complete Section 1926 ς Tobacco on Form 5a. The total amount should equal the amounts 

reported on plan Table 4, Row 2, Primary Prevention.  The one exception is if the state chooses to use a 

portion of the primary prevention set-aside to fund Non Direct Services/System Development activities. 

Planned expenditures for Non-Direct Services/System Development activities should not be included in 

Table 5b. 

Activi ty 
FFY 2020 SA Block 
Grant Award 

FFY 2021 SA Block 
Grant Award 

Universal Direct $3,808,702 $ 

Universal Indirect $1,030,289 $ 

Selective $279,067 $ 

Indicated $16,500 $ 

Column Total $5,134,558* $ 

Total SABG Award $25,027,783 $ 

Planned Primary 
Prevention Percentage* 

20.52% 20.00% 

*Does not reflect Non-Direct Services/System Development activities  
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Plan Table 5c. SABG Planned Primary Prevention Targeted Priorities 
The following tables identify the categories of substances and populations Louisiana plans to target with 

primary prevention set-aside dollars from the FFY 2020 and FFY 2021 SABG awards. 

Targeted Substances* 

Alcohol  χ

Tobacco  χ

Marijuana  χ

Prescription Drugs Ἠ 

Cocaine ἦ 

Heroin ἦ 

Inhalants  χ

Methamphetamine ἦ 

Synthetic Drugs (i.e., Bath salts, Spice, K2)  χ

 

Targeted Populations* 

Students in College  χ

Military Families ἦ 

LGBT  χ

American Indians/Alaska Natives  χ

African American  χ

Hispanic  χ

Homeless ἦ 

Native Hawaiian/Other Pacific Islanders  χ

Asian  χ

Rural  χ

Underserved Racial and Ethnic Minorities  χ
*Louisiana serves all populations in Table 5C through its primary prevention programs and services. While all populations 

identified in Table 5C are reached, these populations are not intentionally targeted as primary prevention services are 

implemented universally. Demographic data is collected on all individuals served 

  



FY 2020-21 Combined Behavioral Health Block Grant Plan | September 1, 2019 52 

Plan Table 6. Non-Direct Service Activities/ System Development 
Expenditures for these activities may be direct expenditures (involving the time of state or sub-state 

personnel, or other state or sub-state resources) or be through funding mechanisms with independent 

organizations. Expenditures may come from the administrative funds and/or program funds (but may not 

include the HIV set-aside funds). These include state, regional, and local personnel salaries prorated for 

time spent and operating costs such as travel, printing, advertising, and conducting meetings related to 

the categories below. 

Non-direct services/system development activities exclude expenditures through funding mechanisms for 

providing treatment or mental health άdirect serviceέ and primary prevention efforts themselves. Instead, 

these expenditures provide support to those activities. 

The following categories are used to describe the types of expenditures supported with Block Grant funds, 

and if the preponderance of the activity fits within a category. 

Information systems ς This includes collecting and analyzing treatment data as well as prevention data 

under the SABG in order to monitor performance and outcomes. Costs for EHRs and other health 

information technology also fall under this category. 

Infrastructure Support ς This includes activities that provide the infrastructure to support services but for 

which there are no individual services delivered. Examples include the development and maintenance of 

a crisis-response capacity, including hotlines, mobile crisis teams, web-based check-in groups (for 

medication, treatment, and re-entry follow-up), drop-in centers, and respite services. 

Partnerships, community outreach, and needs assessment ς This includes state, regional, and local 

personnel salaries prorated for time and materials to support planning meetings, information collection, 

analysis, and travel. It also includes the support for partnerships across state and local agencies, and tribal 

governments. Community/network development activities, such as marketing, communication, and 

public education, and including the planning and coordination of services, fall into this category, as do 

needs-assessment projects to identify the scope and magnitude of the problem, resources available, gaps 

in services, and strategies to close those gaps. 

Planning Council Activities ς This includes those supports for the performance of a Mental Health Planning 

Council under the MHBG, a combined Behavioral Health Planning Council, or (OPTIONAL) Advisory Council 

for the SABG. 

Quality assurance and improvement ς This includes activities to improve the overall quality of services, 

including those activities to assure conformity to acceptable professional standards, adaptation and 

review of implementation of evidence-based practices, identification of areas of technical assistance 

related to quality outcomes, including feedback. Administrative agency contracts to monitor service-

provider quality fall into this category, as do independent peer- review activities. 

Research and evaluation ς This includes performance measurement, evaluation, and research, such as 

services research and demonstration projects to test feasibility and effectiveness of a new approach as 

well as the dissemination of such information. 

Training and education ς This includes skill development and continuing education for personnel 

employed in local programs as well as partnering agencies, as long as the training relates to either 

substance use disorder service delivery (prevention, treatment and recovery) for SABG and services to 

adults with SMI or children with SED for MHBG. Typical costs include course fees, tuition, and expense 

reimbursements to employees, trainer(s) and support staff salaries, and certifi cation expenditures. 
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The planned expenditures indicate non-direct services/system development for the FFY 2020 Block Grant 

award. 

Activity MHBG 
SABG 
Treatment 

SABG 
Prevention*  

SABG 
Combined 

1. Information Systems $62,968 $178,400 $0 $186,943 

2. Infrastructure Support $2,600 $69,390 $0 $0 

3. Partnerships, community outreach, 
and needs assessment 

$508,478 $209,226 $435,450 $114,126 

4. Planning Council activities $202,396 $0 $0 $0 

5. Quality assurance and improvement $353,610 $327,486 $0 $155,000 

6. Research and evaluation $105,603 $0 $99,000 $5,000 

7. Training and education $391,690 $25,750 $205,994 $101,481 

Total $1,627,345 $810,252 $740,444* $562,550 

* $740,444 of the total SA Primary Prevention funds: $5,875,002 are planned to be used for Non-direct SABG Prevention and are 

not included in the amount s listed in Tables 5a and 5b. 
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Environmental Factors  

1. The Health Care System, Parity and Integration - Question 1 and 2 are Required 
Persons with mental illness and persons with substance use disorders are likely to die earlier than those 

who do not have these conditions. Early mortality is associated with broader health disparities and health 

equity issues such as socioeconomic status ōǳǘ άώƘϐŜŀƭǘƘ ǎȅǎǘŜƳ ŦŀŎǘƻǊǎέ ǎǳŎƘ ŀǎ ŀŎŎŜǎǎ ǘƻ ŎŀǊŜ ŀƭǎƻ Ǉƭŀȅ 

an important role in morbidity and mortality among these populations. Persons with mental illness and 

substance use disorders may benefit from strategies to control weight, encourage exercise, and properly 

treat such chronic health conditions as diabetes and cardiovascular disease. It has been acknowledged 

that there is a high rate of co-occurring M/SUD, with appropriate treatment required for both conditions. 

Currently, 50 states have organizationally consolidated their mental and substance use disorder 

authorities in one fashion or another with additional organizational changes under consideration. More 

broadly, SAMHSA and its federal partners understand that such factors as education, housing, and 

nutrition strongly affect the overall health and well-being of persons with mental illness and substance 

use disorders. SMHAs and SSAs may wish to develop and support partnerships and programs to help 

address social determinants of health and advance overall health equity. For instance, some organizations 

have established medical-legal partnerships to assist persons with mental and substance use disorders in 

meeting their housing, employment, and education needs. 

Health care professionals and persons who access M/SUD treatment services recognize the need for 

improved coordination of care and integration of physical and behavioral health with other health care in 

primary, specialty, emergency and rehabilitative care settings in the community. For instance, the 

National Alliance for Mental Illness has published materials for members to assist them in coordinating 

pediatric mental health and primary care. 

SAMHSA and its partners support integrated care for persons with mental illness and substance use 

disorders. The state should illustrate movement towards integrated systems of care for individuals and 

families with co-occurring mental and substance use disorders. The plan should describe attention to 

management, funding, payment strategies that foster co- occurring capability for services to individuals 

and families with co-occurring mental and substance use disorders. Strategies supported by SAMHSA to 

foster integration of physical and behavioral health include: developing models for inclusion of behavioral 

health treatment in primary care; supporting innovative payment and financing strategies and delivery 

system reforms such as ACOs, health homes, pay for performance, etc.; promoting workforce recruitment, 

retention and training efforts; improving understanding of financial sustainability and billing 

requirements; encouraging collaboration between M/SUD providers, prevention of teen pregnancy, 

youth violence, Medicaid programs, and primary care providers such as Federally Qualified Health 

Centers; and sharing with consumers information about the full range of health and wellness programs. 

Health information technology, including EHRs and telehealth are examples of important strategies to 

promote integrated care. Use of EHRs ς in full compliance with applicable legal requirements ς may allow 

providers to share information, coordinate care, and improve billing practices. Telehealth is another 

important tool that may allow behavioral health prevention, treatment, and recovery to be conveniently 

provided in a variety of settings, helping to expand access, improve efficiency, save time, and reduce costs. 

Development and use of models for coordinated, integrated care such as those found in health homes 

and ACOs may be important strategies used by SMHAs and SSAs to foster integrated care. 

Training and assisting M/SUD providers to redesign or implement new provider billing practices, build 

capacity for third-party contract negotiations, collaborate with health clinics and other organizations and 



FY 2020-21 Combined Behavioral Health Block Grant Plan | September 1, 2019 55 

provider networks, and coordinate benefits among multiple funding sources may be important ways to 

foster integrated care. SAMHSA encourages SMHAs and SSAs to communicate frequently with 

stakeholders, including policymakers at the state/jurisdictional and local levels, and State Mental Health 

Planning Council members and consumers, about efforts to foster health care coverage, access and 

integrate care to ensure beneficial outcomes. 

SMHAs and SSAs also may work with state Medicaid agencies, state insurance commissioners, and 

professional organizations to encourage development of innovative demonstration projects, alternative 

payment methodologies, and waivers/state plan amendments that test approaches to providing 

integrated care for persons with M/SUD and other vulnerable populations.36 Ensuring both Medicaid and 

private insurers provide required preventive benefits also may be an area for collaboration. 

One key population of concern is persons who are dually eligible for Medicare and Medicaid. Roughly, 30 

percent of persons who are dually eligible have been diagnosed with a mental illness, more than three 

times the rate among those who are not dually eligible. SMHAs and SSAs also should collaborate with 

state Medicaid agencies and state insurance commissioners to develop policies to assist those individuals 

who experience health insurance coverage eligibility changes due to shifts in income and employment. 

Moreover, even with expanded health coverage available through the Marketplace and Medicaid and 

efforts to ensure parity in health care coverage, persons with behavioral health conditions still may 

experience challenges in some areas in obtaining care for a particular condition or in finding a provider. 

SMHAs and SSAs should remain cognizant that health disparities may affect access, health care coverage 

and integrated care of behavioral health conditions and work with partners to mitigate regional and local 

variations in services that detrimentally affect access to care and integration. 

SMHAs and SSAs should work with partners to ensure recruitment of diverse, well-trained staff and 

promote workforce development and ability to function in an integrated care environment. Psychiatrists, 

psychologists, social workers, addiction counselors, preventionists, therapists, technicians, peer support 

specialists, and others will need to understand integrated care models, concepts, and practices. 

Parity is vital to ensuring persons with mental health conditions and substance use disorders receive 

continuous, coordinated, care. Increasing public awareness about MHPAEA could increase access to 

M/SUD services, provide financial benefits to individuals and families, and lead to reduced confusion and 

discrimination associated with mental illness and substance use disorders. Block grant recipients should 

continue to monitor federal parity regulations and guidance and collaborate with state Medicaid 

authorities, insurance regulators, insurers, employers, providers, consumers and policymakers to ensure 

effective parity implementation and comprehensive, consistent communication with stakeholders. The 

SSAs, SMHAs and their partners may wish to pursue strategies to provide information, education, and 

technical assistance on parity-related issues. Medicaid programs will be a key partner for recipients of 

MHBG and SABG funds and providers supported by these funds. The SSAs and SMHAs should collaborate 

ǿƛǘƘ ǘƘŜƛǊ ǎǘŀǘŜǎΩ aŜŘƛŎŀƛŘ ŀǳǘƘƻǊƛǘȅ ƛƴ ŜƴǎǳǊƛƴƎ ǇŀǊƛǘȅ ǿƛǘƘƛƴ aŜŘƛŎŀƛŘ ǇǊƻƎǊŀƳǎΦ 

SAMHSA encourages states to take proactive steps to improve consumer knowledge about parity. As one 

plan of action, states can develop communication plans to provide and address key issues. 

Another key part of integration will be defining performance and outcome measures. The Department of 

Health and Human Services (HHS) and partners have developed the National Quality Strategy, which 

includes information and resources to help promote health, good outcomes, and patient engagement. 

{!aI{!Ωǎ bŀǘƛƻƴŀƭ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ vǳŀƭƛǘȅ CǊŀƳŜǿƻǊƪ ƛƴŎƭǳŘŜǎ ŎƻǊŜ ƳŜŀǎǳǊŜǎ ǘƘŀǘ Ƴŀȅ ōŜ ǳǎŜŘ ōȅ 

providers and payers. 
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SAMHSA recognizes that certain jurisdictions receiving block grant funds ς including U.S. Territories, tribal 

entities and those jurisdictions that have signed a Compact of Free Association with the United States and 

are uniquely impacted by certain Medicaid provisions or are ineligible to participate in certain programs. 

However, these jurisdictions should collaborate with federal agencies and their governmental and non-

governmental partners to expand access and coverage. Furthermore, the jurisdiction should ensure 

integration of prevention, treatment, and recovery support for persons with, or at risk of, mental and 

substance use disorders. 

 

Please respond to the following items in order to provide a description of the healthcare system and 

integration activities: 

1. Describe how the state integrates mental health and primary health care, including services for 

individuals with co-occurring mental and substance use disorders, in primary care settings or 

arrangements to provide primary and specialty care services in community-based mental and substance 

use disorders settings. 

LDH integrated behavioral health care into the existing physical health managed care program in 2015. All 

Louisiana Medicaid members now receive their behavioral health services through integrated managed 

care with a managed care organization (MCO). 

The MCOs are required to have established policies and to facilitate the integration of physical and 

behavioral health and to provide for the appropriate continuity of care across programs.  

Principles that guide care integration are as follows:  

¶ Mental illness and addiction are healthcare issues and must be integrated into a comprehensive 

physical and behavioral healthcare system that includes primary care settings;  

¶ Many people suffer from both mental illness and addiction. As care is provided, both illnesses 

must be understood, identified, and treated as primary conditions;  

¶ The system of care will be accessible and comprehensive, and will fully integrate an array of 

prevention and treatment services for all age groups. It will be designed to be evidence-informed, 

responsive to changing needs, and built on a foundation of continuous quality improvement;  

¶ It is important that relevant clinical information is accessible to both the primary care and 

behavioral health providers consistent with federal and state laws and other applicable standards 

of medical record confidentiality and the protection of patient privacy. 

Based on this, the MCO must provide procedures and criteria for making referrals and coordinating care 

with behavioral health and primary care providers and agencies that will promote continuity, as well as, 

cost-effectiveness of care. These procedures must address members with co-occurring medical and 

behavioral conditions, including children with special health care needs, who may require services from 

multiple providers, facilities and agencies and require complex coordination of benefits and services. 

Specifically, the following requirements are placed on the Medicaid managed care organizations providing 

both behavioral health and physical health services. 

The MCO is required to provide trainings on integrated care including but not limited to the appropriate 

utilization of basic behavioral health screenings in the primary care setting and basic physical health 

screenings in the behavioral health setting.  
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The MCO shall identify available opportunities to provide incentives to clinics to employ Licensed Mental 

Health Professionals (LMHP) in primary care settings and to behavioral health clinics to employ a primary 

ŎŀǊŜ ǇǊƻǾƛŘŜǊ όǇƘȅǎƛŎƛŀƴΣ ǇƘȅǎƛŎƛŀƴΩǎ ŀǎǎƛǎǘŀƴǘΣ ƴǳǊǎŜ ǇǊŀŎǘƛǘƛƻƴŜǊΣ ƻǊ ƴǳǊǎŜύ ǇŀǊǘ- or full-time in a 

psychiatric specialty setting to monitor the physical health of patients. 

The MCO shall encourage and endorse real time consultation of primary care providers with behavioral 

health professionals or psychiatrists for behavioral health issues or consultations on medications. 

The MCO shall have integrated data, quality and claims systems for both behavioral health and physical 

health providers and information, including a single or integrated clinical documentation system in order 

to see the whole health of the member. 

The MCO shall provide or arrange for training of providers and MCO staff on identification and screening 

of behavioral health conditions and referral procedures. 

The MCOs must distribute Release of Information forms as per 42 CFR §431.306, and provide training to 

MCO providers on its use. 

The MCO must strongly support the integration of both physical and behavioral health services through: 

¶ Enhanced detection and treatment of behavioral health disorders in primary care settings;  

¶ Coordination of care for members with both medical and behavioral health disorders, including 

promotion of care transition between inpatient services and outpatient care for members with 

co-existing medical-behavioral health disorders;  

¶ Assisting members without a diagnosed behavioral health disorder, who would benefit from 

psychosocial guidance in adapting to a newly diagnosed chronic medical disorder; 

¶ Utilization of approved communication and consultation by PCPs with behavioral health providers 

of co-enrolled members with co-existing medical and behavioral health disorders requiring co-

management.  

¶ Developing capacity for enhanced rates or incentives for integrated care by providers. 

¶ Educating MCO members and providers regarding appropriate utilization of emergency room (ER) 

services, including referral to community behavioral health specialists for behavioral health 

emergencies, as appropriate, and Identifying members who use emergency department (ED) 

services to assist in scheduling follow-up care with PCP and/or appropriate SMO-contracted 

behavioral health specialists; 

¶ Ensuring, continuity and coordination of care for members who have been screened positive or 

determined as having need of specialized medical health services or who may require 

inpatient/outpatient medical health services. These activities must include referral and follow-up 

for member(s) requiring behavioral health services.  

The MCO must use an integration assessment tool to self-assess annually. The assessment should be 

inclusive of, but not limited to, such factors as provider locations, integrated or collocated provider 

numbers, programs focusing on members with both behavioral health and primary care needs, use of 

multiple treatment plans, and unified systems across behavioral and physical health management. This 

assessment must be approved by LDH and results reported annually to LDH. 

Each MCO conducts annual assessments of practice integration using the publicly available Integrated 

Practice Assessment Tool (IPAT) on a statistically valid sampling of providers to include but not be limited 

to behavioral health providers and primary care providers: internists, family practitioners, pediatrics, OB-

GYNs and any other providers that are likely to interface with BH populations.  
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In support of integrated care through Federally Qualified Health Center (FQHC) providers, LDH created an 

alternative payment methodology for behavioral health services provided in FQHCs. This allowed a change 

in the payment for services provided by physicians with a psychiatric specialty; nurse practitioners or 

clinical nurse specialists with a psychiatric specialty; licensed clinical social workers; or clinical 

psychologists within an FQHC setting. We recognize that primary care includes a component of behavioral 

health care. This move allows access to behavioral health services on the same day patients access primary 

care within FQHCs to the benefit of patients. 

OBH is establishing an integration advisory workgroup to assist in developing sustainability plans around 

integrated care and the great strides LDH has experienced in the area. These activities will focus on 

developing strategies to preserve integrated services developed through targeted initiatives like the 

PIPBHC (Promoting Integration of Primary and Behavioral Health Care), an OBH held grant funded by 

SAMSHA. The workgroup will be comprised of two subgroups, a project team and an advisory team. The 

project team will take a leadership role in proposing goals and reviewing state policies and contracts as 

needed to identify and propose solutions to sustainability barriers. The advisory team will support and 

advise the project team, and will include provider stakeholders with ground level integrated care 

experience. 

2. Describe how the state provide services and supports towards integrated systems of care for 

individuals and families with co-occurring mental and substance use disorders, including management, 

funding, payment strategies that foster co-occurring capability. 

OBH was created by Act 384 of the 2009 Legislative Session which directed the consolidation of the offices 

of addictive disorders and mental health into the Office of Behavioral Health effective July 1, 2010, in 

order to streamline services and better address the needs of the people with co-occurring mental illness 

ŀƴŘ ŀŘŘƛŎǘƛǾŜ ŘƛǎƻǊŘŜǊǎΦ [5IΩǎ ǿƻǊƪ ƛƴ ƛƳǇƭŜƳŜƴǘƛƴƎ !Ŏǘ оуп ǿŀǎ ƎǳƛŘŜŘ ōȅ ǎǘŀƪŜƘƻƭŘers and leaders in 

ǘƘŜ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ŦƛŜƭŘ ŦǊƻƳ ŀŎǊƻǎǎ [ƻǳƛǎƛŀƴŀ ǿƘƻ ǎŀǘ ƻƴ ǘƘŜ ŘŜǇŀǊǘƳŜƴǘΩǎ hŦŦƛŎŜ ƻŦ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ 

Implementation Advisory Committee. 

Currently, the Office of Behavioral Health has an integrated organizational chart and does not distinguish 

between addictive disorder and mental health staff, resources, or state general fund mechanisms. LGEs 

as Medicaid and non-Medicaid providers provide services in an integrated manner for both mental health 

and addictive disorders, as do the Medicaid managed care organizations discussed above. 

3. Is there a plan for monitoring whether individuals and families have access to M/SUD services 

offered through QHPs? 

a) Ἠ Yes ἦ No 

and Medicaid? 

b) Ἠ Yes ἦ No 

4. Who is responsible for monitoring access to M/SUD services by the QHPs? 

OBH is responsible. OBH works closely with the state Medicaid agency, the Bureau of Health Services 

Financing (BHSF). There is an MOU and operational plan delineating responsibilities for monitoring the 

managed care organizations. The state Medicaid agency acknowledges and appreciates that the Office of 

Behavioral Health is the subject matter expert for all behavioral health benefits and services. 

5. Is the SSA/SMHA involved in any coordinated care initiatives in the state? 
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Ἠ Yes ἦ No 

6. Do the M/SUD providers screen and refer for: 

a) Prevention and wellness education 

ἦ Yes Ἠ No 

b) Health risks such as  

i) heart disease, ἦ Yes Ἠ No 

ii) hypertension, ἦ Yes Ἠ No 

iii) high cholesterol ἦ Yes Ἠ No 

iv) diabetes  ἦ Yes Ἠ No 

c) Recovery supports  

ἦ Yes Ἠ No 

7. Is the SSA/SMHA involved in the development of alternative payment methodologies, including 

risk-based contractual relationships that advance coordination of care? 

Ἠ Yes ἦ No 

The Office of Behavioral Health is involved in rate development for the comprehensive risk contracts with 

the Medicaid MCOs for the integrated delivery of physical and behavioral health. 

8. Is the SSA and SMHA involved in the implementation and enforcement of parity protections for 

mental and substance use disorder services? 

Ἠ Yes ἦ No 

OBH is lead on the parity compliance activities for Louisiana and is staffed by state Medicaid staff and 

resources. 

9. What are the issues or problems that your state is facing related to the implementation and 

enforcement of parity provisions? 

 N/A 

10. Does the state have any activities related to this section that you would like to highlight? 

 N/A 

Please indicate areas of technical assistance needed related to this section: 

 N/A 

 

2. Health Disparities ς Requested 
In accordance with the HHS Action Plan to Reduce Racial and Ethnic Health Disparities, Healthy People, 

2020, National Stakeholder Strategy for Achieving Health Equity, and other HHS and federal policy 

recommendations, SAMHSA expects block grant dollars to support equity in access, services provided, 

and M/SUD outcomes among individuals of all cultures, sexual/gender minorities, orientation and 

ethnicities. Accordingly, grantees should collect and use data to: (1) identify subpopulations (i.e., racial, 
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ethnic, limited English speaking, tribal, sexual/gender minority groups, etc.) vulnerable to health 

disparities and (2) implement strategies to decrease the disparities in access, service use, and outcomes 

both within those subpopulations and in comparison to the general population. One strategy for 

addressing health disparities is use of the recently revised National Standards for Culturally and 

Linguistically Appropriate Services in Health and Health Care (CLAS). 

The Action Plan to Reduce Racial and Ethnic Health Disparities, which the HHS Secretary released in April 

2011, outlines goals and actions that HHS agencies, including SAMHSA, will take to reduce health 

disparities among racial and ethnic minorities. Agencies are required to assess the impact of their policies 

and programs on health disparities. 

¢ƘŜ II{ {ŜŎǊŜǘŀǊȅΩǎ ǘƻǇ ǇǊƛƻǊƛǘȅ ƛƴ ǘƘŜ !Ŏǘƛƻƴ tƭŀƴ ƛǎ ǘƻ άώŀϐǎǎŜǎǎ ŀƴŘ ƘŜƛƎƘǘŜƴ ǘƘŜ ƛƳǇŀŎǘ ƻŦ ŀƭƭ II{ 

policies, programs, processes, and resource decisions to reduce health disparities. HHS leadership will 

assure that program grantees, as applicable, will be required to submit health disparity impact statements 

as part of their grant applications. Such statements can inform future HHS investments and policy goals, 

and in some instaƴŎŜǎΣ ŎƻǳƭŘ ōŜ ǳǎŜŘ ǘƻ ǎŎƻǊŜ ƎǊŀƴǘ ŀǇǇƭƛŎŀǘƛƻƴǎ ƛŦ ǳƴŘŜǊƭȅƛƴƎ ǇǊƻƎǊŀƳ ŀǳǘƘƻǊƛǘȅ ǇŜǊƳƛǘǎΦέ 

Collecting appropriate data is a critical part of efforts to reduce health disparities and promote equity. In 

October 2011, HHS issued final standards on the collection of race, ethnicity, primary language, and 

disability status. This guidance conforms to the existing Office of Management and Budget (OMB) 

directive on racial/ethnic categories with the expansion of intra-group, detailed data for the Latino and 

the Asian-American/Pacific Islander populations. In addition, SAMHSA and all other HHS agencies have 

updated their limited English proficiency plans and, accordingly, will expect block grant dollars to support 

a reduction in disparities related to access, service use, and outcomes that are associated with limited 

9ƴƎƭƛǎƘ ǇǊƻŦƛŎƛŜƴŎȅΦ ¢ƘŜǎŜ ǘƘǊŜŜ ŘŜǇŀǊǘƳŜƴǘŀƭ ƛƴƛǘƛŀǘƛǾŜǎΣ ŀƭƻƴƎ ǿƛǘƘ {!aI{!Ωǎ ŀƴŘ II{Ωǎ ŀǘǘŜƴǘƛƻƴ ǘƻ 

special service needs and disparities within tribal populations, LGBT populations, and women and girls, 

provide the foundation for addressing health disparities in the service delivery system. States provide 

M/SUD services to these individuals with state block grant dollars. While the block grant generally requires 

the use of evidence-based and promising practices, it is important to note that many of these practices 

have not been normed on various diverse racial and ethnic populations. States should strive to implement 

evidence- based and promising practices in a manner that meets the needs of the populations they serve. 

In the block grant application, states define the populations they intend to serve. Within these populations 

of focus are subpopulations that may have disparate access to, use of, or outcomes from provided 

services. These disparities may be the result of differences in insurance coverage, language, beliefs, 

norms, values, and/or socioeconomic factors specific to that subpopulation. For instance, lack of Spanish 

primary care services may contribute to a heightened risk for metabolic disorders among Latino adults 

with SMI; and American Indian/Alaska Native youth may have an increased incidence of underage binge 

drinking due to coping patterns related to historical trauma within the American Indian/Alaska Native 

community. While these factors might not be pervasive among the general population served by the block 

grant, they may be predominant among subpopulations or groups vulnerable to disparities. 

To address and ultimately reduce disparities, it is important for states to have a detailed understanding 

of who is and is not being served within the community, including in what languages, in order to 

implement appropriate outreach and engagement strategies for diverse populations. The types of services 

provided, retention in services, and outcomes are critical measures of quality and outcomes of care for 

diverse groups. For states to address the potentially disparate impact of their block grant funded efforts, 

they will address access, use, and outcomes for subpopulations. 
















































































































































































